


PROGRESS NOTE
RE: Dalia Fontenot
DOB: 01/08/1938
DOS: 09/03/2025
Rivermont MC
CC: Address DNR.
HPI: The patient is an 87-year-old female, with severe Alzheimer’s disease has had slow progression; there are no significant behavioral issues. The patient has been a full code since admission. I have made some calls to her son to discuss DNR and it has never gone far he has had a reason why he could not talk after I had explained that the DNR and today the DON who has had several interactions with him regarding his mother, she contacted him addressed the DNR issue and son/POA Derek consented so I will complete the physician certification component of the DNR form. Overall, the patient while having had significant progression of her dementia is stable. She reportedly sleeps through the night. She will come out to dining room for meals and has fair intake compliant with taking her medications and personal care such as showering. She continues independent ambulation with no falls. She was pleasant and interactive when I saw her. She knew who I was could not remember my name, but knew that I was her doctor and she smiled. The patient is verbal, but not able to give much information.
DIAGNOSES: Severe Alzheimer’s disease, depression/anxiety, psoriasis, occasional gait instability and approximately two and half months ago nondisplaced fracture of the left radius, hand was in a brace that is now ended.
MEDICATIONS: Tylenol ER 650 mg b.i.d. and q.6h. p.r.n., Aveeno moisturizer to affected areas b.i.d., docusate one capsule q.d., Pepcid 20 mg b.i.d., Fluocinonide solution 0.05% four drops to scalp rub in b.i.d., lorazepam 0.75 mg b.i.d., nystatin cream applied under both breasts at h.s. and nystatin powder also under both breasts q.a.m., olanzapine 7.5 mg a.m. and h.s., Zoloft 50 mg q.d., temazepam 15 mg h.s., VISINE dry eye drops two drops OU a.m. and 4 p.m.
ALLERGIES: SULFA, MEHTOTRAXATE, TRICOR, ESTROGEN, RALOXIFENE and STATINS.
CODE STATUS: DNR.
DIET: Mechanical soft regular thin liquid.
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PHYSICAL EXAMINATION:

GENERAL: The patient seated in the dinning room. She was interactive and receptive to being seen.
VITAL SIGNS: Blood pressure 132/64, pulse 69, temperature 97.5, respiratory rate 18, O2 sat 98% and 125 pounds, weight gain of one pound.
HEENT: EOMI. PERRLA. Nares patient. Moist oral mucosa. Her hair had been washed and was just frizzed out. She was able to smile about that.

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

RESPIRATORY: She cooperates with deep inspiration. Lung fields are clear. No cough and symmetric excursion.
ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: Ambulates independently. Moves her limbs in a normal range of motion. He does not display any discomfort of her left hand. She has generalized decreased muscle mass with adequate motor strength to walk a bit. No lower extremity edema.
NEURO: The patient is oriented x2. She has to reference her date and time. She knows who I am to her. Makes eye contact soft spoken, but tells me how she is doing. The patient can be given direction or redirection it may take some time, but she can be strong-willed.

SKIN: She does not have any evidence of psoriatic lesions on her scalp nor along her hairline. She denies having any itchy skin, which she correlates to the psoriasis.

ASSESSMENT & PLAN:
1. Advance care planning. DNR has been explained to the patient son/POA Derek at least a couple of times by me and another time by the nursing staff so today he was willing to listen to repeat explanation and why it is to be considered and so he gave consent to DNR with full understanding of what it implies.
CPT 99350 and advance care planning 83.17
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

