


PROGRESS NOTE

RE: Doris Warner
DOB: 10/19/1932
DOS: 10/16/2023
Rivermont MC
CC: Followup on stool softener adjustments and left eye lesion.

HPI: A 90-year-old with unspecified dementia with recent staging. She is seen in the dining room sitting at a table with another resident. She looks comfortable. She looks about quietly and randomly. When I spoke with the patient, it was clear she did not know who I was, but she was agreeable to talking to me when I asked. When I saw her last, she had been having loose stools and a review of her medication showed that she had been receiving docusate twice a day. So, it was cut down to one daily with directions for Imodium if needed. Her bowel pattern is normalized.

DIAGNOSES: Unspecified dementia, BPSD which is decreased with recent staging, gait instability uses a walker, depression and status post treatment of stye on both eyes.

MEDICATIONS: Divalproex 125 mg q.d., Remeron 7.5 mg h.s., docusate 100 mg q.d., melatonin 3 mg h.s., prenatal tablet q.d., and D3 2000 IUs q.d.
ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular with thin liquid.

PHYSICAL EXAMINATION:

GENERAL: The patient is sitting upright. She is quiet. She is cooperative. I talked to her and ask her very simple questions and she will look at me and I know she is not understanding the question. So, staff is able to give me input.
VITAL SIGNS: Blood pressure 123/65, pulse 88, temperature 97.4, respirations 20, O2 sat 100%, and weight 101 pounds, a loss of 7 pounds since her 09/25/23 note.
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HEENT: She has left lower eyelid drooping. It is pink to red. No drainage. It did not appear to be uncomfortable. The sclera is mildly injected. Right eye is clear. Scalp: I saw that there was an abraded dark brown area and I was told that she had had a fall on 09/09/23 in room. When she was attempting to self transfer, she fell, hit the floor her head and she actually developed a small hematoma on her scalp. It has gone down significantly and what remained is this abraded area that does not appear uncomfortable.
ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: She now has a walker that she is encouraged to use. She will come to the dining room without it. Staff will retrieve it so that when she leaves, she has to use it and she does use it correctly. She has mild lower extremity edema.

NEURO: She makes eye contact. She only said a few words. She was cooperative to exam. She just verbally does not respond often.

SKIN: Warm, dry and intact. 
ASSESSMENT & PLAN:
1. Left eye ectropion. EES ophthalmic ointment.

2. Ambulation. She is doing better. She can ambulate independently and then will use the walker which she appears comfortable with and she had been the target of another patient who was being physically aggressive and that has been addressed. So, she has not fallen since that issue has been addressed.
CPT 99350
Linda Lucio, M.D.
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