


PROGRESS NOTE

RE: Linda Miller
DOB: 12/08/1943

DOS: 08/11/2025
Rivermont MC

CC: Followup with the patient and met the patient’s daughter and grandsons who are visiting from Cincinnati.
HPI: The patient is an 81-year-old female with end-stage primary progressive aphasia. She was observed in the dining room seated with her family. They were feeding her. She was quiet for the most part, looking about randomly. Later I saw her in her room after lunch and she appeared to be resting in her high back wheelchair. Throughout the visit, she was not verbalizing much, but looking about with somewhat curious expression on her face. She has had no recent falls or other acute medical events. Staff reports that she can get agitated at times, but just giving her a little bit of calm down time and talking to her in a soothing manner does the trick. The patient is receptive to being fed and is no longer resistant to personal care – bathing, changing her brief, etc. She seems to enjoy her afternoon nap and then is wide, awake and alert for dinner and when it is bedtime, she has no problem sleeping through the night. The patient’s husband does come visit. He may come less frequently and spend a little less amount of time which we had encouraged him to make sure that he takes care of himself as well. 
DIAGNOSES: End-stage primary progressive aphasia, anxiety disorder, decreased neck and truncal stability, hypothyroid, GERD, HLD, history of HSV keratitis – on prophylaxis therapy, and disordered sleep pattern.

MEDICATIONS: Unchanged from 07/11/25 note.

ALLERGIES: Multiple, see chart.

DIET: Regular puréed and has to be fed.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient reclined in her high-back chair. She appeared comfortable, but awake.
VITAL SIGNS: Blood pressure 150/71, pulse 70, temperature 97.5, respirations 18, O2 sat 98%, and weight 107 pounds.

HEENT: EOMI. PERRLA. Nares are patent. Moist oral mucosa. She has full hair thickness.

RESPIRATORY: Anterolateral lung fields were auscultated; they are clear. She does not understand directions for deep inspiration, etc. 

CARDIAC: She has a regular rate and rhythm without murmur, rub, or gallop.

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

MUSCULOSKELETAL: The patient is non-weightbearing. She can move her arms, but has decreased grip strength, unable to hold utensil or glass and has to be fed. She has decreased muscle mass and motor strength overall.

PSYCHIATRIC: She appears calm, did not seem overwhelmed in any way by having company, and unclear that she recognized who they were. 
SKIN: Warm, dry and intact. No bruising, breakdown or abrasions noted.

ASSESSMENT & PLAN:
1. Weight gain. The patient’s current weight of 107 pounds is a 4-pound weight gain from her last weight on 07/11/2025 of 103 pounds. Her BMI is now 18.8. The patient is fed at every meal with good p.o. intake. I have considered protein drinks; however, she seems full by the time each meal is complete, so we will hold off on protein supplement. Her albumin was WNL and her total protein was 5.8, down 0.3 points from 6.1 of normal. 
2. Social. She did not seem overwhelmed or in any way uncomfortable with the company that she had. She did a lot of just looking at them and seemed to be enjoying the company. I talked to her daughter at length afterwards about things in general. I also gave her contact number if she has any questions or concerns that she can call me. She is very happy that one of her sons will be going to OU, so he will be here not only to be able to see his grandmother more frequently, but to give some support to his grandfather. 
CPT 99350 and direct POA contact 20 minutes
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
