


PROGRESS NOTE

RE: Ruth Longmire
DOB: 09/18/1929
DOS: 10/16/2024
The Harrison MC
CC: 90-day note.

HPI: A 95-year-old female seated in a wheelchair. She was in a stop position and just looking down the ground. That was notable for how frail she looked. She has had clear dementia progression and staff states that there are less issues concerned with her as she does not get around as much.

DIAGNOSES: End-stage vascular dementia, change in ambulation – now in manual wheelchair that she can propel versus a walker, anxiety disorder, HTN, dry eye syndrome, macular degeneration, and GERD.

MEDICATIONS: Tylenol 500 mg b.i.d., Xanax 0.25 mg one tablet t.i.d., losartan 100 mg q.d., Lotemax eye drops OU b.i.d., Hiprex 1 g b.i.d., Remeron 7.5 mg h.s., Corgard 40 mg q.d., Prilosec 40 mg q.d., MiraLax on Monday and Thursday only, Refresh Tears OU two drops q.i.d., and MVI q.d.

ALLERGIES: SULFA, ASA, DEMEROL, MORPHINE, NITROFURANTOIN, OXYCODONE, and CHOCOLATE.
DIET: NCS.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Well-developed and well-nourished female, seated quietly in her Broda chair. She was cooperative to being seen.

VITAL SIGNS: Blood pressure 178/97, pulse 53, temperature 97.2, respirations 22, and weight 132.4 pounds.

HEENT: Her hair is well groomed. Conjunctivae are clear. Nares patent. Slightly dry oral mucosa.
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NECK: Supple. Clear carotids.

RESPIRATORY: She does not do deep inspiration. I think she understands the direction, but lung fields are clear. She had no cough. There is no evidence of SOB with her physical activity which occurs throughout the day.

CARDIOVASCULAR: Regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

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

MUSCULOSKELETAL: She uses her leg to propel the wheelchair. She is a one-person transfer assist from WC to bed, etc. She is less random about trying to get up on her own. No lower extremity edema.

SKIN: Warm, dry and intact with fair turgor.

ASSESSMENT & PLAN:
1. End-stage vascular dementia, stable at this point. She does require prompting and cueing for activities – getting up, going to bed, etc., but she is cooperative to getting up and dress assist and goes to bed, lets them get her dressed, etc.
2. HTN. We will monitor BPs daily for the next 30 days and review in two weeks, adjusting BP medications as needed.

3. Weight gain. In June, the patient’s weight was 114.2 pounds, loss of 17.6 pounds in four months. There was a concern of family that she was wasting away, but staff spent time with her during mealtime, often feeding her.

4. DM II. She is due for quarterly A1c and order is written.

5. Hypoproteinemia. We will check labs to see if gains have been made in that. 
CPT 99350
Linda Lucio, M.D.
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