


PROGRESS NOTE

RE: Joann Wilbanks
DOB: 02/12/1933
DOS: 09/10/2024
Jefferson’s Garden
CC: Routine followup.

HPI: A 91-year-old female seen in room both yesterday and today. She has full-time sitters that are with her. I spoke with the sitter yesterday who said that her p.o. intake was 25 to 50% for most meals, but she has three meals and fluid intake is also poor. The patient remains verbal and it is between few words that are clear and in context and then just random comments and not able to give information. Throughout the day, the patient will want to walk around the hallways and the sitters will walk with her. At h.s., I am told that she does sleep and at some point, she generally wakes up and wants to just walk around the room. She previously would try to get out of the room. She does not do that now with the sitters present, but they will allow her to walk around and then make sure that she gets back to bed. The patient can be toileted, at times has some incontinence, but that is primarily just of urine. She has not had any argumentative or disruptive behavior this period.

DIAGNOSES: Moderate dementia MMSC score 14, gait instability has walker, HTN, HLD, and DM-II.

MEDICATIONS: Unchanged from 08/05/24.

ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular.

PHYSICAL EXAMINATION:

GENERAL: Petite older female sitting in her recliner just looking about randomly. She was cooperative.
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VITAL SIGNS: Blood pressure 113/78, pulse 80, temperature 97.9, respirations 18, O2 sat 98%, and weight 116.8 pounds, a weight loss of 4 pounds from July of 120.8 pounds.

HEENT: Short hair that is cleaned and combed. Glasses in place. Sclerae are clear. Moist oral mucosa.

NECK: Supple without LAD.

RESPIRATORY: It takes a while for her to understand deep inspiration and she was able to do it twice. Lung fields are clear, no cough. Symmetric excursion.

CARDIAC: Regular rate and rhythm. No murmur, rub, or gallop.

ABDOMEN: Flat and nontender. Bowel sounds present.

MUSCULOSKELETAL: Intact radial pulses. No LEE. She is ambulatory. She generally does not use her walker, but walks independently with her sitters behind her and she appears to do okay. No recent falls that I am aware of.

SKIN: Warm, dry, and intact. Good turgor. No bruising or other skin lesions noted.

ASSESSMENT & PLAN:
1. Dysphasia to food. Changing diet to mechanical soft and either chopping or mincing the protein and adding gravy on the side.

2. Hyponatremia. Sodium in May was 132 on NaCl 1 g tablet daily. We will increase to two tablets daily.

3. Hypokalemia. In May, potassium was 3.3 on 10 mEq four days weekly. We will change that to daily.

4. Pain management, appears adequate with gabapentin and p.r.n. Tylenol.
CPT 99350 and direct family contact 15 minutes
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
