


PROGRESS NOTE

RE: Nancy Miller
DOB: 02/22/1933
DOS: 09/27/2023
Rivendell AL
CC: She complains of constipation and daughter reports increased confusion with weight gain.

HPI: A 90-year-old seen in room. She was in her wheelchair, slowly propelling herself into the living room. She was pleasant and cooperative though she had a cynical gesture when I told her that I was there to see her because she was reportedly having some increased confusion. She will make those gestures within well visit with me and is agreeable to whatever needs to be done. She is aware that she has gained weight and states that it is because she eats three meals a day and then just sits in her room. As to her increased confusion, she stated how would she know if she was confused. The patient got an answer for most things. She is wanting to be independent and it is important to just recognize that for her. The patient comes out for meals propelling herself in her manual wheelchair. She has group of other females that she sits with and visits. She does participate in activities. She has a longstanding difficult relationship with her daughter and she only comes to visit occasionally because of how her mother does treat her when she is here.

DIAGNOSES: Alzheimer’s disease with slow progression, BPSD in the form of occasional care assistance and report treatment of her daughter, bilateral severe OA of knees left greater than right and she has left foot eversion and hammertoe deformity of the second and third toes on the right foot, osteoporosis, and HTN.

MEDICATIONS: MOM 30 mL q.d. p.r.n. We will change to routine MWF. Tramadol 50 mg b.i.d. p.r.n. had been routine and requested p.r.n. and Betadine solution to hammertoes p.r.n.

ALLERGIES: NKDA.
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CODE STATUS: Full code.

DIET: Regular.

PHYSICAL EXAMINATION:

GENERAL: The patient seated in her wheelchair. She was interactive and made eye contact.
VITAL SIGNS: Blood pressure 146/85, pulse 70, respirations 14, and weight 200 pounds.

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

MUSCULOSKELETAL: She is in a manual wheelchair and propels it slowly. She sits square in the middle of her wheelchair and then leans her upper half another way. It does make her look generally thicker than I remember. She has no lower extremity edema and looking at her hammertoes, previous ulceration is healed. The skin looks healthy. No redness or drainage.

NEURO: She makes eye contact. Her speech is clear. She at times is cautious or hesitant in her interaction and then she warms up. She tends to be cynical. She likes to have her independence and is independent in 4/6 ADLs.

ASSESSMENT & PLAN:
1. Weight gain. Her current weight of 200 pounds is up 25 pounds from 09/05/23 weight of 175 pounds and that weight since the beginning of the year has varied from 174 to 178 pounds. I asked her if the diet is changed, she stated no, but she is less active because there is not much going on here. She seemed embarrassed about the weight discussion and so I told her that we would do something just to make sure there was not a metabolic reason for that.
2. Increased confusion. UA with C&S to rule out infectious component and I am asking the DON to do an MMSC.

3. Increase constipation. The patient denied that this was an issue for her. She does have the routine MOM daily provided she is taking it as prescribed and I am going to add MiraLax two days weekly Tuesday and Thursday with the p.r.n. order if needed.
CPT 99350
Linda Lucio, M.D.
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