


PROGRESS NOTE

RE: Alan Lee
DOB: 01/14/1939
DOS: 04/11/2024
HarborChase AL
CC: Labs followup and medication review.

HPI: An 85-year-old female with DM-II whose quarterly A1c is available for review seen in conference room. The patient earlier had been hard to get a hold of as she was being very social doing an activity and then listening to a music activity. I encouraged her to get out and do the things that she is doing that it is good for her overall and she agrees. I also asked the patient whether her room was being kept up when she was last seen on 03/04/24. Her room smelled horribly of urine and was just generally a mass. Maintenance went in and cleaned out her refrigerator where she had food that was growing mold and housekeeping went in and removed piles of wet briefs that she would just stack up in the corner of her bedroom. Arrangements were made with son’s agreement to have housekeeping followup on her apartment care at least twice weekly. When I asked the patient if this was occurring, she stated that she was not sure that there are just some things that are hard to keep in place. She also was just wanting to visit. She started talking about her family brought up her husband who is passed and how he passed suddenly and just what a shock that was for her and that it took her quite a long time to get over it and her experiences with him as a military wife and their moves and that he is the father of her children and that she has a bonus son that came from that marriage who she still has contact with. So, it was a very pleasant conversation. We had some laughs and she just shared from her heart about her family.

DIAGNOSES: Vascular dementia moderate stable, BPSD in the form of previous care resistance as it applied to personal care and generalized messiness of her apartment which has prevented family members who want to come and see her from doing so as they do not want to see that apartment again having experienced it before. DM-II, HTN, severe OA of both knees requiring a walker and history of DVT with PE on Xarelto.

MEDICATIONS: Going forward. Norvasc 10 mg q.d. FeSO4 q.d., glipizide 5 mg t.i.d. a.c., and lorazepam 0.25 mg p.r.n.

ALLERGIES: NKDA.

DIET: Mechanical soft with NCS and chopped meat.
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CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert. She was appropriately dressed and less notable body or urine odor about her.

VITAL SIGNS: Blood pressure 144/75, pulse 75, temperature 97.7, respirations 17, and weight 225 pounds.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough and symmetric excursion.

CARDIAC: She has a regular rate and rhythm without murmur, rub, or gallop. PMI is nondisplaced.

MUSCULOSKELETAL: She ambulates with a walker. She goes from sit to stand and vice versa. It takes her a little bit to get revved up and be able to stand and then she is careful about positioning herself when she goes to sit. She has had no falls. She has trace lower extremity edema. She moves arms in a normal range of motion.

NEURO: She makes eye contact. Her speech is clear. She has a sense of humor that is appropriate in nature and recalling her own personal family history and then extended family history and reflecting on the loss of her husband. She is oriented x 2. She has to reference for date and time. Affect congruent with what is being discussed.

ASSESSMENT & PLAN:
1. DM-II. Current A1c is 6.3 on glipizide 5 mg t.i.d. a.c. This is great control. No change in medication.

2. Medication review. The patient requested to review her medicines as she felt like she was taking more than she wanted to and we were able to decrease some of her medications starting with FeSO4 for iron deficiency anemia. She has been on two daily. Her MCV and MCH have significantly improved on therapy. So, we will decrease to one iron tablet q.d.

3. MVI in normal saline. The patient states she feels she eats healthy enough that she does not need an MVI. So, we will use remaining supply and then discontinue order for same. The patient denies using normal saline spray which is on her MAR for t.i.d. use. I have discontinued that order.
4. Lorazepam. This is actually used for premedication and I explained that to the patient, but she still wanted it to be written p.r.n. in front of her which I did.
CPT 99350 and direct POA contact. I contacted her son and let him know that some strides are being made and he was happy to hear that, 10 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
