


PROGRESS NOTE

RE: Susan Brantley
DOB: 12/23/1943
DOS: 08/03/2023
Harbor Chase AL
CC: 90-day note.
HPI: This 79-year-old female seen in apartment that she shares with her husband. The patient has advanced MS, is wheelchair to bed bound and requires full assist for all ADLs. She was seated in chair, she tends to lean, she has never been, I have never observed her in an upright position, but she was leaning and appeared comfortable watching television. When I spoke to her, I do not think she understood what I was asking, but I was able to examine her without resistance. The patient has had no falls or UTIs over this. Husband brings her out at the dinner time to sit in happy hour area whether other residents get together for appetizers and just general interaction and the patient seems to enjoy being around that she does not necessarily talk, but she clearly is watching what is going on.
DIAGNOSES: Advanced MS, end-stage vascular dementia, paroxysmal atrial fibrillation, HTN, GERD, osteoporosis, neurogenic bladder, and depression.
MEDICATIONS: Norvasc 10 mg q.d., Celexa 10 mg h.s., docusate one capsule b.i.d., Cymbalta 60 mg q.d., metoprolol 50 mg b.i.d., tramadol 50 mg b.i.d.

ALLERGIES: Multiple see chart.
DIET: Mechanical soft thin liquids.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Elderly chronically appearing female lying back in her Broda chair, she leans to the left and was cooperative to exam.

VITAL SIGNS: Blood pressure 124/66, pulse 67, temperature 97.9, respirations 18 and unable to weigh the patient as she is nonweightbearing.
HEENT: She has a short hair that is groomed. Her conjunctivae are clear. Moist oral mucosa. Has native dentition in fair repair.

CARDIAC: She has a regular rate and rhythm. No murmur, rub or gallop. PMI is non-displaced.
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ABDOMEN: Soft, hypoactive bowel sounds. No distention or tenderness.

RESPIRATORY: Lung fields clear. No cough. Symmetric excursion, does not able to do deep inspiration.

EXTREMITIES: Intact radial pulses. No lower extremity edema. Generalized decreased muscle mass and motor strength. The patient is a full transfer assist and requires assist for repositioning.

NEURO: Orientation x1-2, recognizing her husband, she is primarily nonverbal, unable to make her needs known. Generally compliant with taking medications and requires being fed.

SKIN: Thin and dry. No bruising or breakdown noted.
ASSESSMENT & PLAN: 

1. End-stage vascular dementia stable, there are no behavioral issues. The patient does not seem to be anxious or in discomfort, so continue care as is.

2. Advanced multiple sclerosis, she has bed to chair bound. Her husband assist as a caregiver and the patient has no behavioral issues and no resistance to care.

3. HTN. BPs and review are well controlled, so no change in her Norvasc or metoprolol.

4. Pain management appears adequately controlled with Ultram b.i.d. She does have Dilaudid p.r.n. and husband is able to ask for it if needed and she is not required it in some time.

5. General care, CMP and CBC ordered for annual lab.

CPT 99350 and direct POA contact 15 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

