


PROGRESS NOTE
RE: Phyllis Pound
DOB: 08/21/1937
DOS: 04/27/2023
HarborChase MC
CC: Question of hospice.
HPI: An 85-year-old with unspecified dementia, which is moderately advanced, but stable, is seen today. She was sitting in her wheelchair and, when I asked her how she was doing, she looked at me and was very sarcastic and said “oh! I am just fine” and then she looked around the room. She did agree to come talk with me. She is in a manual wheelchair that she can propel; she is a bit slow, so she was transported. I asked very basic questions and she could give me yes/no answers. She denied any pain. When asked if she sleeps through the night, she goes “well! of course” and she said “what else am I supposed to do.” She does have some incontinence of bowel and bladder, but can still let staff know when she has to go and reportedly she is interactive with staff and continues to have a dry sense of humor.
DIAGNOSES: Advanced unspecified dementia stable, bilateral OA of knees, chronic pain managed.
MEDICATIONS: Norco 5/325 mg one q.6h. p.r.n., MiraLAX q.d., MVI q.d., thiamine 100 mg q.d., vitamin A 2400 mcg b.i.d. and zinc 50 mg q.d.
ALLERGIES: NKDA.
DIET: Regular with thin liquids.
CODE STATUS: DNR.
PHYSICAL EXAMINATION:
GENERAL: The patient is alert and sarcastic, but cooperative.
VITAL SIGNS: Blood pressure 92/50. Pulse 83. Temperature 97.6. Respirations 16. Weight 107 pounds, which is a weight loss of 17.4 pounds in two months.
CARDIAC: Regular rate and rhythm. No MRG. PMI nondisplaced.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.
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RESPIRATORY: She follows direction for deep inspiration. She has a normal rate and rhythm. Lungs are clear. No cough.

MUSCULOSKELETAL: She is quite petite, has no lower extremity edema. Able to propel her manual wheelchair, somewhat slouches in her wheelchair; when I asked her if she could sit up straight, she showed me that if she did her feet did not quite touch the ground.
NEURO: Orientation x 2 today. She had to think about what state she was in. Speech is clear. She can voice her needs, tends to be quiet unless asked.
SKIN: Warm, dry and intact. Slight decrease in turgor, but no skin tears noted.

ASSESSMENT & PLAN:
1. Weight loss. Recommendation would be protein drink at least one daily; one to two would be good. However, unclear that family would supply it.

2. Loss of ambulation. This is following a hip fracture in February for which she underwent ORIF and then went to SNF. She has not regained ambulation since then and appears most comfortable in a wheelchair.
CPT 99350
Linda Lucio, M.D.
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