


PROGRESS NOTE

RE: Mary Jane Cook
DOB: 04/27/1936
DOS: 04/25/2023
Rivermont MC
CC: Monitor weight change and lab followup.

HPI: An 86-year-old with frontotemporal dementia seen in the room. Her husband was visiting and I asked him how he thought she was doing and he said that she just seemed a lot better. The patient later apologized to myself and the ADON stating that her family has told her what she was like when she first got here and she said she was so sorry that she was hateful and rude and that she is not really that kind of person. I reassured her that we understood that and we are glad to see that she felt more relaxed. Overall, the patient is sleeping good. She comes out for meals. She has had no falls. The patient had a BMP done and it is reviewed with her. At last visit, Zestoretic was discontinued and torsemide added for LEE and the patient has been normotensive with resolution of leg edema. 
DIAGNOSES: FTD, depression, gait instability, hypothyroid, Barrett’s esophagus, insomnia and osteoporosis.

MEDICATIONS: ASA 81 mg q.d., Lipitor 20 mg h.s., calcium 600 mg b.i.d., Depakote 125 mg b.i.d., Aricept 10 mg h.s., Eliquis 2.5 mg b.i.d., Lexapro 5 mg q.d., Flonase q.d., gabapentin 200 mg h.s., levothyroxine 100 mcg q.d., Claritin 10 mg q.d., melatonin 5 mg h.s., Namenda 5 mg b.i.d., omeprazole 40 mg q.d., propranolol ER 60 mg q.d., torsemide 20 mg q.d., trazodone 50 mg h.s., and D3 2000 IUs q.d. 

ALLERGIES: BARIUM SULFATE.

CODE STATUS: DNR.

DIET: NAS with thin liquid.

PHYSICAL EXAMINATION:

GENERAL: Well developed and well nourished female, no distress.

VITAL SIGNS: Blood pressure 105/48, pulse 55, temperature 98.6, respirations 17, and weight 154 pounds which is an increase of 5 pounds with a BMI of 24.9.
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CARDIAC: Regular rate and rhythm. No M, R or G.

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

MUSCULOSKELETAL: She ambulates with a walker with PT in the room. She walks holding onto things outside of the room. She uses a wheelchair that she can propel. 
NEURO: She makes eye contact. Speech is clear. Orientation x 2. She is able to give information. She is perseverating on feeling bad about her behavior when last seen. She gives information when asked and will acknowledge she does not remember if she does not and appears to understand given information.

SKIN: Warm, dry and intact with good turgor. No breakdown or bruising noted.

ASSESSMENT & PLAN:
1. Gait instability. Continue with PT and OT and we will see if she is able to use a walker without therapy present. 
2. HTN. Today’s BP is low end of normal. She has had no dizziness. So for right now, we will leave her on both propranolol and torsemide which is only 20 mg and see how she is doing next visit and if needed, we will decrease propranolol. 
3. Lower extremity edema, resolved with diuretic. 
4. Insomnia. She is reportedly sleeping with the addition of trazodone to melatonin. Her melatonin is low dose, so when out we will not renew order and see how she does on trazodone alone. 
5. CMP review. It is WNL with a GFR of 54 and this is reviewed with the patient. 
CPT 99350 and direct POA contact 15 minutes
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
