


PROGRESS NOTE

RE: Norma Yocum
DOB: 07/02/1931

DOS: 04/14/2025
Rivermont MC

CC: Followup on chronic pain management.

HPI: A 93-year-old female seen in the dining room seated at the same table. She was quiet and actually reading a magazine with the article related to Pontius Pilate and Jesus Christ. It was very involved, but she read slowly and clearly and when she was done I asked her if she understood what she had read and it was very clear that she could tell me what she understood it to be which was on point. Staff tells me that she continues to come out for all meals. She will participate in activities. She converses with the other people at her table. She is soft spoken and clear speech. She generally does have an opinion and will share that. I asked her about sleeping and she stated that she sleeps with no problem. She stated that she has a little pain here and there but that is to be expected. She does have scheduled Norco, which is a benefit without sedation. She has had no recent falls.

DIAGNOSES: Severe unspecified dementia, MMSE score 0, anxiety/depression, gait instability is wheelchair bound, glaucoma, HTN, and chronic pain management.

MEDICATIONS: Brimonidine eye drops one drop OU b.i.d., BuSpar 7.5 mg h.s., clonidine 0.1 mg q.d. p.r.n. with parameters, Norco 5/325 mg one p.o. t.i.d., metoprolol 25 mg b.i.d., PEG solution q.a.m. on Monday, Wednesday, and Saturday, Zoloft 25 mg h.s., and docusate 81 p.o. b.i.d.

ALLERGIES: CLINDAMYCIN and MEPERIDINE.

DIET: Regular with thin liquid and one can Ensure q.d.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Petite elderly female seated comfortably and reading aloud.
VITAL SIGNS: Blood pressure 136/75, pulse 68, temperature 97.4, respirations 17, O2 saturation 97%, and weight 100 pounds, which is a weight gain of 4 pounds.
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HEENT: She has thin shoulder length gray hair. She always covers with the beanie. EOMI. PERLA. She reads without glasses. Nares patent. Moist oral mucosa.

NECK: Supple. No LAD. Clear carotids.

RESPIRATORY: She has a normal effort and rate. Lung fields clear. No cough. Symmetric excursion.

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

ABDOMEN: Scaphoid and bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: She has generalized decreased muscle mass and motor strength. Moves her arms in a normal range of motion. She can weight bear and ambulate independently for a short distance, but she has a wheelchair that she uses to get around for distance. She had trace ankle edema.

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

NEURO: She is alert and oriented x2. Her speech is clear. She makes eye contact with affect appropriate to situation. She has a witty sense of humor.

PSYCHIATRIC: She is generally pleasant and easy-going. She interacts with people randomly and enjoys socialization.

ASSESSMENT & PLAN:
1. Depression. When seen on 03/10 the patient was on Zoloft 25 mg q.d. and it has been increased to 50 mg q.d. with no noted side effects. We will continue to monitor.

2. Pain management. On 02/11/25, the patient had increasing complaints of back pain, which staff had been noticing a change in her mobility going from sit to stand and vice versa and a decrease in her mobility because of her back pain. She was then started on Norco and she is back to walking at her baseline level and appears to be comfortable. She does use a walker for safety.

3. Weight. Her weight fortunately has increased by 4 pounds since 03/10 she is now 100 pounds. Her BMI is 17.2. I am ordering that a ice cream shake be made for her at about 2 in the afternoon it is something that she does enjoy hopefully we can get her weight up closer to her baseline of 115 pounds.
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Linda Lucio, M.D.
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