


PROGRESS NOTE

RE: Lavon Liebert
DOB: 02/03/1936
DOS: 10/21/2024
Rivermont AL

CC: Lab review.

HPI: An 88-year-old female who has moved to a smaller room at the very end of her same hallway. The move was motivated by financial reasons. While the room is smaller, it is actually neater than how she kept her previous room. She is lying in her recliner, alert, quiet and cooperative. About six weeks ago, there were medication changes due to sundowning with delusions and hallucinations. Haldol 0.5 mg was started at 3 p.m. and 9 p.m. and alprazolam increased to 0.5 mg at 1 p.m. and 6 p.m. This has been of benefit in that the patient is calmer, not only less agitated but less argumentative with others. Staff tells me that the whining and crying that she did throughout each day, she is no longer doing.

DIAGNOSES: Unspecified dementia – recent staging, BPSD with improved medical management, insomnia, atrial fibrillation, chronic seasonal allergies, and left side DVT – on anticoagulant.

MEDICATIONS: Haldol 0.5 mg 3 p.m. and 9 p.m., alprazolam 0.5 mg 1 p.m. and 6 p.m., Norco 7.5 mg one at 3 p.m., 9 p.m. 3 a.m., and two tablets at 9 a.m., BuSpar 15 mg 9 a.m. and 3 p.m., Zyrtec 10 mg q.d., Biofreeze to larger joints b.i.d., lidocaine patch to right knee at 9:30 p.m., MVI q.d., omeprazole 40 mg q.d., Reguloid q.a.m., Senna Plus two tablets h.s., Zoloft 100 mg two tablets q.d., trazodone 100 mg h.s., Effexor 37.5 mg h.s., and Xarelto 15 mg q.d.

ALLERGIES: NKDA.

DIET: NAS.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: Well-developed and well-nourished female seated quietly in her new apartment.
VITAL SIGNS: Blood pressure 112/62, pulse 68, temperature 97.7, respirations 19, O2 sat 97%, and weight 172 pounds.

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

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

MUSCULOSKELETAL: The patient is able to propel her wheelchair though she has to be encouraged to do that and is now also using her walker to go to at least one to two meals a day. She states it feels better to get up and exercising as she calls it. 
NEURO: She makes eye contact. She generally has a stern expression on her face, but was engaging, gave brief answers to basic questions and when asked about medication changes that had occurred the previous month, she stated that she thought it was helping her and will stay with those changes.

PSYCHIATRIC: Initially, she appeared cautious and then seemed to be relaxed and acknowledged that she feels better than she had the previous month.
SKIN: Warm, dry and intact. Good turgor. No bruising or breakdown noted.

ASSESSMENT & PLAN:
1. BPSD. The patient acknowledged feeling calmer, less agitated, and she realizes that she was sometimes difficult to deal with and denies any negative side effect of the medication changes.
2. Mobility issues. I encouraged the patient to use the walker to at least all three meals. That would improve her strength, her balance and possibly result in some weight loss which she has always stated she wants to do.
3. Lastly, something the patient brought up to me after we had finished talking: She states Norco is not as effective as it used to be. She denies an aura, but does have mild nausea and light sensitivity. Excedrin Migraine Relief two caplets at onset of headache and can be repeated in eight hours if needed.
CPT 99350
Linda Lucio, M.D.
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