


PROGRESS NOTE
RE: Joan Grimes
DOB: 05/09/1931
DOS: 04/17/2023
Jefferson’s Garden
CC: Lab review.
HPI: A 91-year-old with unspecified dementia, no behavioral issues seen today in room. She was seated in her recliner. She appeared comfortable and was willing to review her labs. The patient became verbal right away. She seemed in good spirits had a smile on her face when she is going on about things that have occurred for her today, which in fact are not true and one of the things was talking about her husband and when I asked her where he was she said that he was out with their grandchildren. I was able to redirect her back to the fact that I just needed to let her know what her labs were and that we would go from there. When asked the patient stated that she slept okay. Denied any pain when asked about her appetite she stated that she had not been too hungry recently so she was not eating a lot. Staff report that, she has not eaten in the last two days. Her insulin has been held as a result. The patient has also had weight loss from the first of the year. She was 193.7 pounds and currently is 168.2 pounds, down 15.5 pounds, but still within her target BMI.
DIAGNOSES: Unspecified dementia with clear staging, DM II, gait instability requires wheelchair, HTN, polyarthritis, CAD, GERD, HLD, orthostatic hypotension, RLS, history of UTIs.
MEDICATIONS: Unchanged from 04/03/2023 note.
ALLERGIES: BENZODIAZEPINE, SULFA and CODEINE.
DIET: Regular.
CODE STATUS: Full code.
PHYSICAL EXAMINATION:
GENERAL: The patient seated comfortably in her recliner quiet. She did not have her glasses in place.
VITAL SIGNS: Blood pressure 138/87. Pulse 88. Temperature 98.1. Respirations 19. Oxygen saturation 95%. Weight 168.2 pounds. BMI 28.

Joan Grimes
Page 2

CARDIAC: Regular rate and rhythm. No MRG. PMI nondisplaced.

ABDOMEN: Nontender. Bowel sounds present. No masses or distention.

RESPIRATORY: Normal effort and rate. Lung fields are clear without cough and symmetric excursion.

MUSCULOSKELETAL: She moves limbs did not observe weight bearing. No LEE.

NEURO: She makes limited eye contact. She is quite verbal going from one topic to the other. Comments are random and out of context to either discussion or question asked. Orientation x2 and today she was telling me about her husband and when asked where he is. She stated that he was out playing with her grandkids.
ASSESSMENT & PLAN:
1. Renal insufficiency BUN and creatinine are 26/1.43 with a GFR of 35 and this was consistent with the previous BUN and creatinine of 26 and 1.46, GFR 31. Hypokalemia, potassium is 3.3. She is on Lasix 20 mg q.d. I will give KCl 20 mEq three consecutive days and then decrease to 10 mEq on Monday and Wednesday. Followup K level in two weeks.
2. Hypoproteinemia. T-protein in ALB are 5.8/3.1. There is no comparison T protein/ALB in the patient’s chart going back a year and half ago. The patient states that she does have something to drink for that and I checked her refrigerator in fact there is Ensure and she said she would take it now to start drinking it because dinner would be coming up later.
3. CBC review. H&H and platelet count WNL mixed indices with an MCV slightly elevated at 102.4 and MCHC 31.8, which is negligible. No intervention required at this time.
4. DM II. The patient had her last A1c 228. It was 6.7 and she will be due 05/28, for A1c and that order is written.
5. Dementia progression and general decline. I have placed a call to the patient’s daughter Cheryl Grimes and son Stan Grimes a voicemail was left with Cheryl and Stan’s mailbox not yet set up. Facility DON has spoken with daughter regarding hospice, which I think would be of benefit for the patient.
6. Code status. She remains a full code, but has living will where she indicated that no heroic measures be undertaken at end-of-life care. That will need to be also reviewed with family.
CPT 99350
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

