


PROGRESS NOTE

RE: Carol Gremillion

DOB: 02/18/1940

DOS: 11/12/2024
Jefferson’s Garden AL

CC: General care followup.

HPI: An 84-year-old female who I observed propelling herself to and from the dining room and being able to open the door without assist into her room. Initially when seen she was toileting and I went back later and she thanked me for giving her some time. She is in good spirits. She was quite talkative and went through questions she denied pain. She states that what she takes is adequate. She is very pleased that she is now using her wheelchair on an as needed basis and she is using her walker the majority of the time and that is backed up by staff. She has had no falls and self transfers without difficulty. She states she feels that she is become stronger and just feels better. She brought up that she is not sleeping well at night and thinks that she is taking too many medications. So we reviewed medications, which she was eager to do. Overall, she denies any unmanaged pain. Her appetite is good. She comes out more for occasional activity and for all meals and she is getting to know more the residents and talks to her family and her daughter was here yesterday bringing her some personal items that she needed.

DIAGNOSES: Mild cognitive impairment with progression, peripheral neuropathy, hypothyroid, hypertension, hyperlipidemia, polyarthritis, and gait instability which is significantly improved.

MEDICATIONS: ASA 81 mg q.d., Lipitor 40 mg h.s., biotin 5000 mcg q.d., Plavix q.d., gabapentin 300 mg h.s., levothyroxine 37.5 mcg q.d., losartan 25 mg q.d., melatonin 10 mg h.s. Namenda 10 mg b.i.d., Toprol 25 mg q.a.m., MOM 30 mL q.d., Osteo Bi-Flex q.d., oxazepam 15 mg b.i.d., KCl 20 mEq q.d., torsemide 20 mg q.d., tramadol 50 mg t.i.d., trazodone increase to 100 mg h.s., and D3 1000 mcg q.d.

ALLERGIES: Multiple, see chart.
CODE STATUS: DNR.
DIET: Regular.
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PHYSICAL EXAMINATION:
GENERAL: Well developed and nourished female in good spirits.
VITAL SIGNS: Blood pressure 136/74, pulse 82, temperature 97.4, respirations 20, O2 saturation 97%, and weight 161.2 pounds.

HEENT: She has full thickness hair that is combed. Sclerae clear. EOMI. PERLA. Moist oral mucosa.

NECK: Supple. No LAD. Clear carotids.

CARDIOVASCULAR: She has regular rate and rhythm without murmur, rub, or gallop.

RESPIRATORY: Normal effort and rate. Clear lung fields. No cough. Symmetric excursion.

ABDOMEN: Protuberant, nontender, and bowel sounds present.

MUSCULOSKELETAL: Moves arms in a normal range of motion. She has no lower extremity edema. She propels her manual wheelchair without difficulty when she uses it but ambulates with her walker and I observed her going to and from the dining room without any difficulty.

NEURO: She makes eye contact and soft-spoken but clear speech. She takes time to answer questions having to stop and think. She asked questions and will ask clarification if she does not understand. She can have an animated affect appropriate to situation and is oriented x2.

ASSESSMENT & PLAN:
1. Medication review. We discontinued three nonessential medications.

2. Insomnia. Trazodone increased to 100 mg h.s. and will follow up.

3. Hyperlipidemia on statin. I have not done a lipid profile she wants to be able to stop the statin. I told her see first what her cholesterol levels are and then go from there and she is in agreement.
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Linda Lucio, M.D.
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