


PROGRESS NOTE

RE: Julie Sumrall
DOB: 03/03/1940

DOS: 10/14/2024
Jefferson’s Garden AL

CC: 30-day followup.

HPI: An 84-year-old female seen in room it was early afternoon and she was in bed but wearing her day cloths. The patient was awake and just staring at the ceiling when I came in she did engage with me. The patient has had no falls, comes out to meals, and has had decreased participation in activities. The patient was taken to see her former PCP Dr. Anton Dreier, family practice in OKC on 09/25 and he prescribed alprazolam 0.5 mg t.i.d. DON states that patient’s behavior started becoming a bit erratic so the alprazolam was decreased at 0.5 mg to b.i.d. and she appears to be doing better at this lower dose. The patient is reported to sleep through the night, comes out for meals, and decreased participation in activities.

DIAGNOSES: Advanced unspecified dementia, BPSD of sundowning, which is managed with Haldol, chronic seasonal allergies, osteoporosis, gait instability in manual wheelchair, osteoporosis, hypothyroid, GERD, and pain management.

MEDICATIONS: Fosamax 70 mg q. week, alprazolam 0.5 mg b.i.d., Haldol 1 mg at 6 p.m. and 1 p.m., sertraline 200 mg q.d., Norvasc 2.5 mg q.d., docusate b.i.d., levothyroxine 25 mcg q.d., Claritin 10 mg q.d., Singulair 10 mg h.s., Protonix 40 mg q.d., PEG solution b.i.d., KCl 20 mEq q.d., tramadol 50 mg b.i.d., and D3 1000 IUs q.d..

ALLERGIES: MEPERIDINE.
CODE STATUS: DNR.

DIET: Regular.

PHYSICAL EXAMINATION:

GENERAL: The patient lying quietly in bed. She was cooperative when I came in.
VITAL SIGNS: Blood pressure 139/87, pulse 83, temperature 98.7, respirations 18, O2 saturation 98%, and weight 135.8 pounds.
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NEURO: She made eye contact. She is soft spoken. She spoke, at times she answered questions appropriately and other times she would just start talking and was random in content, unsure what she was referencing. Her affects initially bland and then became more animated.

MUSCULOSKELETAL: She moves limbs in a normal range of motion. She is weightbearing for self-transfers. Propels herself around in a manual wheelchair. No lower extremity edema. She has had no recent falls.

CARDIAC: Regular rate and rhythm without murmur, rub, or gallop.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.

ABDOMEN: Slightly protuberant, nontender, and bowel sounds present.

PSYCHIATRIC: Initially quiet and then appeared to be more relaxed and engaging.

ASSESSMENT & PLAN:

1. Advanced unspecified dementia with clear progression. She does not appear uncomfortable or agitated as she would be intermittently previously of the alprazolam may have had a benefit in that regard. I am told she is doing better at a lower dose.

2. Insomnia. I have changed the timing of melatonin dosing and hopefully that will be of benefit.

3. Weight issues. Her weight has been stable for the past three months and she is to the low mid end of her BMI so doing good in that regard.

4. Pain management. She is doing well with tramadol b.i.d. no change there.

5. General care. CMP, CBC, and TSH ordered.
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Linda Lucio, M.D.
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