


PROGRESS NOTE

RE: Mona Dakon
DOB: 10/23/1943
DOS: 03/18/2025
The Harrison MC
CC: Hospice evaluation.

HPI: An 81-year-old female seated in a high-back wheelchair along with other residents around the dinner table. The patient was quiet. She had her eyes closed for some of the time and then would just randomly look around with a blank expression. The patient is primarily nonverbal, but will make little grunts or different noises that are like greetings or “yes/no”. Today, she did not make any of those. The patient had previously been followed by Traditions Hospice and was discharged from hospice as she had been on service three years with no significant change which categorizes her as a chronically ill patient, not a hospice patient. The patient’s son apparently has been very upset about this and has had a couple of different hospices – one being today – to evaluate her to see if she qualifies. Heartland Hospice nurse introduced herself to me and I brought her up-to-date as to why she was discharged from the most recent hospice. I encouraged her to do her own evaluation and then see what she thinks, and prior to leaving, she told me that she did not appear to qualify and would notify the son. When I approached the patient in the dining room to speak with her, she actually did turn her head in the direction of my voice. She had a blank expression, but looked at me and is not able to answer questions. She appeared comfortable the way she was seated. I was able to move her legs and her arms and did not get any evidence of discomfort. She has not had any falls or acute medical events the past 90 days. In fact, she has been very medically stable. Her son and DIL come in the afternoon to feed her lunch and her husband comes in the evening to feed her dinner. 
DIAGNOSES: End-stage Alzheimer’s disease, seizure disorder, insomnia, myalgias/arthralgias, and dysphasia to pills – now requiring all crush order.

MEDICATIONS: Keppra 500 mg b.i.d., melatonin 10 mg at 7 p.m., tramadol 50 mg at 6 p.m., Senna b.i.d. with p.r.n. Roxanol, and Ativan Intensol.

ALLERGIES: NKDA.

DIET: Regular mechanical soft with thin liquid.

CODE STATUS: DNR.
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HOSPICE: Negative at this time.

PHYSICAL EXAMINATION:

GENERAL: The patient is seated in high-back wheelchair, quiet. 
VITAL SIGNS: Blood pressure 95/82, pulse 76, temperature 97.3, respirations 18, and weight 174.1 pounds, three months ago 176.3 pounds. The patient is still over her high end of target weight.

HEENT: She has thin hair that is combed. EOMI. PERLA. Anicteric sclerae. Nares patent. Moist oral mucosa.

NECK: Supple without LAD. The patient did not make eye contact nor did she speak.

RESPIRATORY: She does not cooperate with deep inspiration, but lung fields are clear. Decreased bibasilar breath sounds secondary to effort. No cough. Symmetric excursion.

CARDIAC: She has irregular rate and rhythm with a soft systolic ejection murmur starting at the right second ICS and heard throughout the precordium. PMI nondisplaced.

ABDOMEN: Scaphoid. Hypoactive bowel sounds. No distention or tenderness. 
MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. The patient is non-weightbearing. She is a full transfer assist. She can move her limbs, but does not know how to use eating utensils and so is fed. She has trace lower extremity edema.

PSYCHIATRIC: She appeared comfortable. There is a couple of times where she started making verbalizations, but it was garbled, not able to understand if she was trying to talk.

SKIN: Warm, dry and intact. No bruising or abrasions, etc. noted.

ASSESSMENT & PLAN:
1. Hospice issue. She was discharged from Traditions Hospice as she had been on service two and half years without any significant progression of her dementia and no other medical issues of significance occurring. Providence Hospice also saw her and son contacted them on discharge from Traditions. They evaluated her and deemed her non-hospice qualifying and now he has contacted Heartland Hospice and they have also deemed that she is not hospice appropriate, at least for now. 
2. General care. She is a year and a half out from last lab check. Now that she is off hospice, I am ordering a CMP, CBC and TSH. 
3. Seizure disorder, on Keppra 500 mg b.i.d. She has been seizure free and at some point, we will look at decreasing to 375 mg b.i.d. and then titrating to 250 mg b.i.d.

4. HTN: Review of BPs, she has had not only good control, but some hypertensive readings. The patient is not on any blood pressure medication, so we will just follow for now.

CPT 99350
Linda Lucio, M.D.
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