


PROGRESS NOTE

RE: Clara Schrader
DOB: 12/23/1924

DOS: 05/02/2024
HarborChase AL

CC: UA followup.

HPI: A 99-year-old female seen in room, she is seated on the couch with her walker adjacent, she is alert, makes eye contact when I come in and knows who I am. I told her we were going to review her most recent urine test and that it came back clear, she does not have a UTI and she was happy about that. The patient had been taken by family to INTEGRIS SWMC on 04/19 out of concerns that she had a UTI; there, she was diagnosed as having one and sent out with Keflex 500 mg one tablet b.i.d. for seven days, which she completed. Son requested that another urine test be done as she appeared to be weaker in her gait and attributed that to a UTI. Also, the issue of code status had been discussed with him a couple of weeks ago and he was understanding and agreeable to a DNR as I explained it to him; he needed to talk to his sister who is co-POA and stated that she was less certain about it being okay. Today, when I called at his request, he told me that they had spoken, the issue is resolved and that I can write for a DNR. I reassured him that it has nothing to do with ongoing care. He also asked about physical therapy for her as she seems a little bit weaker walking around, I told him that age has to be taken into consideration and she uses a walker, she knows how to stand and she is a little more cautious about transfers. When I asked her how she felt about physical therapy, she was quiet and I told her that I was going to ask for therapy specifically to be directed at helping her maintain the ability to get up, sit down, and then transfer herself that we were not going to ask for walking around the hallways and she smiled about that.

DIAGNOSES: Cognitive impairment with clear progression, osteoporosis, hypertension, gait instability; uses a cane and then a walker.

MEDICATIONS: HCTZ 25 mg q.d., levothyroxine 50 mcg q.d., losartan 25 mg q.d., Lyrica 50 mg b.i.d., Prolia injection q.6 months, vitamin C 500 mg q.d., D3 1000 IU MWF, and zinc on Thursday and Sunday.

ALLERGIES: NKDA.

DIET: Regular.

Clara Schrader
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PHYSICAL EXAMINATION:

GENERAL: Frail elderly female, quiet, she is hard of hearing, so she tends to watch rather than start talking.
VITAL SIGNS: Blood pressure 143/57, pulse 81, temperature 98.1, respirations 16, and weight 124 pounds.

HEENT: Sclera mildly injected, but not teary. Glasses in place. Nares patent. Moist oral mucosa and hair groomed.

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

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. She remains weightbearing and can go from sit to stand vice versa using the walker for support.

SKIN: Warm, dry, and intact with fair turgor.

ASSESSMENT & PLAN:

1. UA review negative for UTI.

2. Advance care planning. DNR form completed and placed in chart with order written.

3. Social. Spoke with her son at length about DNR, the therapy concerns and he is in agreement with the abbreviated therapy to help maintain standing and transferring.

4. Gait instability. I am requesting restorative therapy from Select Home Health.

CPT 99350, direct POA contact 15 minutes and advance care planning 83.17.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

