


PROGRESS NOTE

RE: Dorma Munda
DOB: 11/12/1935
DOS: 04/07/2025
Jefferson’s Garden AL
CC: Son requests PT.
HPI: An 89-year-old female with advanced vascular dementia seen in room; she was napping when I initially went in and I gave her a few minutes and came back. She seemed to awaken suddenly and smiled, did not seem upset. I asked her if she was feeling okay, she had to look around and she stated that she had just fallen asleep, but she was fine. We then got into her gait stability and I asked her if she felt like she was walking safely or if she had had any recent near falls that were making her nervous, she stated no and then she points to the walker that she was using, which I told her looked not appropriate for her; it seemed to be a little too tall and the seat that patients can use to rest is a little too high for her where she would almost have to hop up to get it and she stated that it was high for her, but she was able to get up on it sometimes. She states that sometimes she feels like she is off balance, but she has had no recent falls. Clarifying the walker, it belonged to her older brother who passed away not too long ago and she then just took it to use for herself. She has not had a walker purchased through Medicare at all. She states she is sleeping without any problem, pain is managed and she goes out for meals, states that she eats okay. In followup after bilateral cataract extraction done at different times, she states that the best thing now is that she sees a lot better.
DIAGNOSES: Advanced vascular dementia, DM II, HTN, atrial fibrillation, sleep apnea, gout and gait instability.
MEDICATIONS: Allopurinol 100 mg q.d., digoxin 0.125 mg q.d., Eliquis 5 mg at 7 p.m., metoprolol 100 mg q.12h., PEG solution q.a.m. and KCl 10 mEq a.m.
ALLERGIES: STATINS and CLARITHROMYCIN.
DIET: Regular.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert after a nap, engaging and able to give information.
VITAL SIGNS: Blood pressure 131/70, pulse 72, temperature 97.3, respirations 18, O2 sat 96%, and weight 159 pounds.

HEENT: EOMI. PERLA. Does not wear corrective lenses. Moist oral mucosal.

MUSCULOSKELETAL: The patient is weight-bearing and stands and walks in the room on her own showing me that she can go without the walker for a short distance; it is when she is going out onto the unit that she will use it. She moves arms in a normal range of motion. No lower extremity edema.

RESPIRATORY: Normal effort and rate with clear lung fields. No cough and symmetric excursion.

CARDIAC: She has an irregular rhythm at a regular rate without murmur, rub or gallop.

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

ASSESSMENT & PLAN:
1. Gait instability. PT through her home health is ordered to evaluate and treat and also to assess an appropriate assistive device. Most likely, the current walker she is using is not the safest for her and needs to be replaced.

2. History of DM II. She is due for quarterly A1c; last value was 6.7, which is in target range for her age. The patient is on I believe insulin and we will get the correct amount for that. So, A1c is ordered.

3. Hypothyroid. Last TSH was suppressed at 0.10 and that was in December 2014, so it is time for a recheck as there was a hold on her levothyroxine.

4. Hypoproteinemia. T-protein and ALB were 6.0 and 3.4. She was subsequently started on protein drinks and has been eating regular meals stating that she likes the food here.

5. Anemia, mildly suppressed, hemoglobin at 11.6 and hematocrit is the low end of normal.
CPT 99350
Linda Lucio, M.D.
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