


PROGRESS NOTE

RE: Linda Miller
DOB: 12/08/1943

DOS: 04/14/2025
Rivermont MC

CC: Followup on weight.

HPI: An 81-year-old female with end-stage primary progressive aphasia. When seen last week there was a concern about correct weights what was showing at that time was 105 pounds versus the month prior 123 pounds. The patient was reweighed and was found to be 105 pounds. Today she is 108 pounds so a 3-pound weight gain, which is good. The patient’s husband/POA was present when went to see the patient he was agreeable to her being seen and he did want me to look at a couple of skin care issues that he was concerned about. The patient was randomly looking about. She does not speak but looked at her and I said my name is Linda and she just looked at me and was a bit wide-eyed and she giggled and her husband was very pleased that she had that interaction with me. She seems to have some awareness of who he is.

DIAGNOSES: End-stage primary progressive aphasia, advanced anxiety disorder, decreased neck and truncal stability, is in a Broda chair when out of bed, hypothyroid, GERD, HLD, disordered sleep pattern, and history of HSV keratitis.

MEDICATIONS: Unchanged from 03/10 note.

ALLERGIES: Multiple, see chart.

DIET: Regular finger foods.

CODE STATUS: DNR.

HOSPICE: Inhabit.

PHYSICAL EXAMINATION:

GENERAL: Chronically ill petite female who was awake and looking about.
VITAL SIGNS: Blood pressure 118/66, pulse 64, temperature 97.6, respirations 16, O2 saturation 97%, and weight 108 pounds, which is up 3 pounds from last month.
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NEURO: She can randomly look about. She does not speak. She can make garbled noise and will smile. Unable to voice her knees and it is unclear that she understands what is said.

MUSCULOSKELETAL: She is non-weightbearing a full transfer assist. Decreased neck and truncal stability requiring a Broda chair to be up. She has generalized decreased muscle mass and motor strength. No edema and dependent for staff on a full assist 6/6 ADLs.

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

RESPIRATORY: Posterior lung fields are clear. No cough. Symmetric excursion. Decreased bibasilar breath sounds secondary to effort as the patient is not able to take deep inspiration.

ABDOMEN: Flat, nontender, and bowel sounds present. No masses.

SKIN: Thin, dry, and intact on her right upper arm. She has a small skin tag. No evidence of bleeding or redness and an actinic keratosis that is closer to the crook of the elbow it is round smaller than a dime. No redness, warmth, or tenderness. I am reassured him it is not problematic at this time.

ASSESSMENT & PLAN:
1. End-stage PPA. The goal is to keep patient comfortable and safe and hopefully she feels both of those and clearly has a lot of support from her husband who visits frequently.

2. Diminished neck and truncal stability. She is a 1 to 2 person transfer assist for Broda chair and her bed has contour to it to accommodate her so that she also cannot slip down or roll out of the bed.

3. Disordered sleep pattern. She is on Remeron 15 mg h.s. and will add melatonin 6 mg at 7 p.m.

CPT 99350 and direct POA contact 15 minutes.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

