


PROGRESS NOTE

RE: Judy Taylor
DOB: 10/26/1947
DOS: 09/20/2023
HarborChase MC
CC: 90-day note.

HPI: A 75-year-old with advanced unspecified dementia. No behavioral issues. She is seen today out on the unit. The patient was sitting in the larger TV room sitting by herself in a side chair. She had her walker placed in front of her and when I told her that I wanted to just visit with her and see how she is doing, she was very agreeable. She then began talking about the fact that she cannot walk anymore that her legs have just given out from under her. I asked her to explain that and she told me that she had had some nausea with throwing up a few days back and since then both of her legs have been weak and she is not able to walk. She was very matter-of-fact about this. When I asked to a staff member, they told me that there had been no incidence of nausea or vomiting and that she had been using her walker this morning and afternoon to get to both meals and had been walking around the facility. They are not aware of any other event such as a fall that may have occurred recently. The patient was concerned about how she is going to get around since she cannot walk. I asked her how she got to the chair she was sitting in, she could not tell me. I told her that I would let her family know and she had no response. Overall, there have been no other eventful occurrences for her.

DIAGNOSES: Unspecified dementia, no previous BPSD, DM-II, hypothyroid, HLD, depression, and HTN.

MEDICATIONS: Tylenol 650 mg t.i.d., benazepril 40 mg q.d., Tums 750 mg b.i.d., Lexapro 5 mg q.d., levothyroxine 75 mcg q.d., melatonin 6 mg h.s., metformin 250 mg at dinner and 500 mg with breakfast and lunch, Rena-Vite tablet q.d., D3 2000 IUs q.d., and Basaglar insulin 24 units q.d. and 8 units h.s.

ALLERGIES: SULFA, CODEINE, and GENTAMICIN.
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CODE STATUS: DNR.

DIET: NCS.

PHYSICAL EXAMINATION:

GENERAL: The patient is well groomed sitting in the dayroom and engaging.

VITAL SIGNS: Blood pressure 127/77, pulse 78, temperature 97.9, respirations 16, and weight 134.8 pounds.

LUNGS: Clear with a normal effort. No cough and symmetric excursion.

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

MUSCULOSKELETAL: She has fair muscle mass and motor strength. No lower extremity edema. Intact radial pulses.

NEURO: She makes eye contact. Her speech is clear. She just goes on with this story that she believes and just puts the ball in my court about what I am going to do for her. She generally is interactive in a polite manner. She comes out for meals and other activities on occasion and stays in touch with her family. She can generally give information. Today is a different look to her face.

ASSESSMENT & PLAN:
1. She has constructed the story that her legs do not hold her up and she can no longer walk, but has walked all morning. Staff tells me that she has had these kinds of stories about other things before and she forgets that she told anyone something and then just resumes what her baseline activity was. So hopefully that will be the same with this. The ED was made aware of what she has told me and she will watch for her to be walking.
2. IDDM. She is due for A1c. So, it is ordered.

3. Annual labs. They are ordered. CMP, CBC, and TSH.

4. PT and OT. I spoke to the patient as to whether she would like to have some physical therapy, she stated that she would. So, we will order and see if she can follow through.
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