


PROGRESS NOTE

RE: Maxine Payne
DOB: 03/09/1929
DOS: 09/20/2023
HarborChase AL
CC: 90-day note.

HPI: A 94-year-old female seen in her room. She was well groomed. She had her hair done. She is sitting quietly in her living room. She was quiet, but made eye contact and I explained why I was there and she was agreeable. Overall, the patient has moderate unspecified dementia. There has been progression which has been looking at her today part of why she spends more time in her room and has to be prompted to come out for meals. She is pleasant and agreeable person. She does not ask for anything from others though it was encouraged to let people know when she needs something. She states she feels good. She is sleeping okay and that her appetite is okay. Asking her about any constipation that is an issue for her, she does have stool softener that she takes. When I asked her last BM, she said it has been about two to three days. So, I told her we are going to address that. She has no complaints or issues at this time.

DIAGNOSES: Unspecified dementia moderately advanced no BPSD, anxiety, HTN, hypothyroid, GERD, and gait instability uses wheelchair.

MEDICATIONS: Tylenol 650 mg b.i.d., levothyroxine 50 mcg q.d., losartan 50 mg q.d., Prilosec 20 mg q.d., oxybutynin 5 mg b.i.d., MiraLax q.d., and Evista 60 mg q.d.
ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Elderly female, well groomed, alert, and cooperative.

VITAL SIGNS: Blood pressure 173/87, pulse 65, temperature 98.7, respirations 18, and weight 129.1 pounds.
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CARDIAC: She has regular rate and rhythm. No murmur, rub, or gallop. PMI is nondisplaced.

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

MUSCULOSKELETAL: She has fair muscle mass and motor strength for age and her level of activity. She has a wheelchair that she uses in her room. It makes it easier for her to self-transfer and outside of her room she uses a walker and has had no falls. She has no lower extremity edema.

NEURO: She makes eye contact. She says a few words. She can communicate that she does not have a regular bowel pattern and was receptive to having MOM right now. She can give answers to basic information about herself, but has clear short and long-term memory deficits. There has been very subtle, but evident staging. She is having difficulty with using Flonase. She does not know how to use the applicator and is having some pill dysphasia.

ASSESSMENT & PLAN:
1. 90-day note. Annual labs are near due. So, we will order CMP, CBC and TSH.

2. Constipation. MOM 30 cc x 1 now.

3. Medication review. The patient is having difficulty using the Flonase nasal inhaler. So that will be discontinued. We will our review need for ongoing oxybutynin as the patient has some urinary incontinence at baseline.

4. HTN. Her blood pressure is elevated today. I am going to adjust her medications so that she receives her losartan 50 mg q.a.m. and then I am increasing hydralazine to 50 mg at noon and 50 mg at 6 p.m. So, hydralazine is increased by total of 25 mg daily. We will review daily BP and heart rate check b.i.d. for this next week and make any adjustments as need indicated.

5. General care. Annual labs are due. So, TSH, CMP and CBC are ordered.

6. Social. I was able to speak with the patient’s POA, granddaughter Angie Peden at length regarding her grandmother’s care.
CPT 99350 and direct POA contact 30 minutes
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
