


PROGRESS NOTE

RE: Nancy Miller
DOB: 02/22/1933
DOS: 11/20/2023
Jefferson’s Garden AL
CC: New resident.

HPI: A 90-year-old female transferred from Rivendell who I also followed her to Jefferson’s Garden AL arriving here on 11/01/23. The patient was observed propelling herself around in her wheelchair. She is quiet. I am told that she has been appropriate, comes out and goes to meals, takes her medications, but generally keeps to herself. Staff had requested p.r.n. orders for certain medications. When I talked to the patient about her medication, she states I do not take any and she seems to pride herself on the fact that she states she does not take any medications yet. As she did at her previous facility, she requests to have stool softeners, Tylenol or Motrin for pain. She also will ask for something when she is nauseated and something if she is having loose stools. Now, she denies all that, but I know it is a pattern from before and apparently, she is already established as a pattern here. When I talk to the patient, she was rather lackadaisical. She did not seem it was a big deal to move. She was transferred here as it is closer to her daughter/POA Margie Drescher and already there appears to be conflict or demanding on the part of Margie with the staff here that was not ever seen at the previous facility. It is known and I witnessed that the patient’s relationship with her daughter is a very difficult one. She likes to antagonize her daughter who then is tearful, a victim, etc.
DIAGNOSES: Gait instability requires a wheelchair, Alzheimer’s dementia moderate, chronic pain with osteoarthritis, history of HTN, history of chronic kidney disease, and constipation with varying bowel and bladder continence.

MEDICATIONS: Going forward will be p.r.n. Tylenol 650 mg ER one tablet q.6h., p.r.n. MOM 30 cc q.12h., MiraLax q.d., and Imodium 2 mg two capsules with the first loose stool than one capsule with each loose stool thereafter.

ALLERGIES: NKDA.

CODE STATUS: Full code.
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DIET: Regular.

PHYSICAL EXAMINATION:

GENERAL: Well developed and well nourished female propelling along in her manual wheelchair. She did stop, but was agreeable to visiting with me.
VITAL SIGNS: Blood pressure 134/64, pulse 75, temperature 98.6, respirations 18, and weight 178.8 pounds.

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

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

MUSCULOSKELETAL: She does kind of stoop forward in her chair. She propels with her feet and then she has her left foot that has a large hammertoe on the left foot with a wound that had developed on the second toe and I had requested wound care for that. So, I will have to follow up on that tomorrow.

NEURO: She is oriented x2 to 3 varying the day. Her speech is clear. She talks as much as she wants to varying with her mood. She made eye contact and stated that she remembered who I was. She did not have a lot to say about how she feels in the facility. When I asked about medications, she stated that she takes none and then I asked her about the as needed milk of magnesia that she is asked for daily since she has been here, she just shrugs her shoulders as though that is no big deal.

ASSESSMENT & PLAN:
1. New facility. The patient appears to be acclimating to it, but establishing same behavior patterns here as previous.

2. Medications; p.r.n. orders written for medications that she has asked for here, but denies taking any medicines, so they will be available and I am ordering baseline CBC, CMP and TSH.

3. Social. I will contact her daughter tomorrow to discuss code status.
CPT 99345
Linda Lucio, M.D.
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