


PROGRESS NOTE

RE: Fay McCoy

DOB: 01/11/1924

DOS: 10/18/2023

Rivendell AL
CC: Decline.

HPI: A 99-year-old female now followed by Valir Hospice. The first couple of days this week, she remained in bed and did not come out for meals but had them brought to her. Her p.o. intake was fair and today she tells me that she is going to have her meal in her room at dinnertime as she was dressed in street clothes. She states she had been up most of the afternoon. She tells me that she had just been really worn out feeling and is stating that she could not get up. She denied feeling pain, nausea, or any fever or chills. I told her it is okay if she recognized she needed rest and took it then good for her. She gets around in her wheelchair still able to propel it without difficulty. She has the same routine for getting ready for bed and that staff assist her with and she toilets herself when I went into see her day. I checked in the bathroom and she was getting ready to sit on the toilet. So, I came back and she told me that she goes to the bathroom by herself and has since she has been here. When seen on 10/11/23, she was having an intermittent cough and requested something for it. She ended up getting Robitussin DM 10 mL q.6h. on p.r.n schedule and when she did take it she got relief from cough and congestion. When I asked the patient how she was feeling I asked her if she was feeling isolated being here in her room or if she was feeling that she just needed some time to herself she stated she just slept because she needed to and she stated I do not think it is big deal at my age and I reassured her she was right.

DIAGNOSES:  Unspecified dementia, macular degeneration, significant visual loss, very hard of hearing even with hearing aids in place, HTN, and wheelchair-bound.

MEDICATIONS: Clonidine 0.2 mg b.i.d., Lexapro 5 mg q.d., levothyroxine 25 mcg q.d.. Refresh tears OU q.i.d, torsemide decreased to 20 mg Monday and Friday.

ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular bite-size food and hospice is Valir.
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PHYSICAL EXAMINATION:

GENERAL: The patient is petite elderly female. Today she was talkative and engaging at lower level than her baseline.
VITAL SIGNS: Blood pressure 139/70, pulse 62, pulse 14, and weight 109 pounds.

HEENT: Her hair short and combed. Her sclera are clear. Oral mucosa moist.

LUNGS: Lung fields she has decreased effort. So decreased bibasilar breath sounds, but lungs are clear. No cough.

CARDIAC: She has regular rate and rhythm. She has a soft systolic ejection murmur that radiates throughout the precordium.

ABDOMEN: Scaphoid. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: She weightbearing and self transfers and propels her manual wheelchair. No lower extremity edema. Moves arm in a normal range of motion.

SKIN: Warm, dry and intact. She had a wound on her left lower foot and that is healed.

ASSESSMENT & PLAN:
1. Medication review with her decreased p.o intake and frailty torsemide is decreased to two days weekly and if she does not develop edema on the decreased number of days I am going to try to see taken off of it and with this I am discontinuing potassium.

2. Sundowning that was previous and I think that we are going to try her off hold Haldol see how she does without it and that may be another medication that she no longer needs.
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Linda Lucio, M.D.
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