


PROGRESS NOTE

RE: Patricia Rigler
DOB: 02/26/1937
DOS: 09/09/2024
Jefferson’s Garden
CC: Routine followup and transition of hospice.
HPI: An 87-year-old female with advanced Alzheimer’s dementia who has been followed by Valir Hospice. She was recently reviewed in IDT and has been stable without any acute events for some time. So, she will be transitioned off hospice service over the next month. The patient was seen in room seated on her couch watching television. She made eye contact with me when I came in. She was quiet, but smiled and cooperative with exam. I asked some very basic questions and she just looked at me blankly. She did not have a question or response with repetition. The patient sleeps through the night. Her appetite is good. She comes out for all meals, not necessarily eating everything on her plate. Otherwise, she is in her room watching television. She is cooperative with taking her medications. In the past, she has refused lab work. I talked to her about her diabetes needing to be checked as well as her thyroid function because both of those have been abnormal and I asked if ordered, would she cooperate with having it done and I explained the important of them. She nodded her head quietly. So, we will see. She has had no falls or other acute medical events.

DIAGNOSES: Advanced Alzheimer’s disease, DM-II, HTN, diabetic retinopathy, peripheral neuropathy, HLD, and BPSD stable.

MEDICATIONS: Tylenol 500 mg two tablets q.12h., citalopram 20 mg q.d., clonidine 0.1 mg 7 p.m., glyburide 5 mg b.i.d. a.c., levothyroxine 88 mcg q.d., lisinopril 40 mg q.d., lorazepam 0.5 mg b.i.d., metoprolol 50 mg at 5 p.m., omeprazole 20 mg q.d., Actos 30 mg at 7 p.m., Seroquel 50 mg 9 a.m. and 9 p.m., Senna one tablet q.d., tramadol 50 mg t.i.d., and D3 2000 IUs q.d.

ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular with chopped meat.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert, sitting quietly, made eye contact and eventually did speak.

VITAL SIGNS: Blood pressure 156/80, pulse 72, temperature 98.0, respirations 20, O2 sat 97%, and weight 136 pounds.

HEENT: Hair is disheveled. Sclerae are clear. Nares patent. Slightly dry oral mucosa.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough and symmetric excursion.

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

ABDOMEN: Soft. Bowel sounds present without distention or tenderness.

SKIN: Warm, dry and intact. No bruising or skin tears noted.

ASSESSMENT & PLAN:
1. DM-II. She refused the last A1c ordered in August, so I told her that if she cooperates, we get it done. It may show that she does not need to take diabetic medication anymore and she is wanting to decrease her medicine. So, if she is cooperative, she said she would be and we go from there.

2. Hypothyroid. TSH which was last checked a year ago was suppressed at 0.05 and there was a decrease in her dosage, but it has not been followed up since then and I told her again if we know what her thyroid is doing, we can look at the medication need. So hopefully, she will agree to that.

3. Request discontinue of medications. I told her we will start with the two that we have already discussed and then supplements. She is on vitamin D3 and B12. She rather stop the D3. So when current supply is out, we will discontinue order.
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