


PROGRESS NOTE

RE: Jo Dimmick
DOB: 05/28/1930

DOS: 11/21/2023
Jefferson’s Garden AL

CC: Transition to hospice.

HPI: A 93-year-old female observed ambulating around the facility. I spoke with her in her room and asked how she was doing. She states that she is doing good and she looked like she was in good spirits. She states she is sleeping good and her pain is managed. She gets up and attends to activities when she wants to, comes out for meals, she has had no falls and previous skin issues have all resolved. The patient was recently started on Valir Hospice and she is very happy with the service and states that she feels that the nurse is attentive to her and she likes having some extra help around the facility. I also made her aware of things that would be of benefit to her when needed; if she needed hospital bed or a specific type of wheelchair that could be accommodated.

DIAGNOSES: Senile debility with progression, bilateral upper extremity tremors chronic, impaired mobility; has a walker in room and wheelchair outside of room, chronic leg cramps decreased, HTN, chronic seasonal allergies, depression, peripheral neuropathy, GERD, and history of RA.

MEDICATIONS: Tylenol 650 mg ER one tablet b.i.d., amiodarone 100 mg q.d., Tums t.i.d., ASA 81 mg q.d., bumetanide 2 mg b.i.d., Zyrtec 10 mg q.d., Lexapro 10 mg q.d., FeSO4 q.o.d., Flonase q.d., gabapentin 400 mg b.i.d., leflunomide 10 mg MWF, Leg Cramps sublingual three tablets q.4h., eye lubricating drops OU t.i.d., magnesium q.d., metoprolol 12.5 mg q.d., MVI q.d., Protonix 40 mg q.d., PEG powder q.d., KCl 20 mEq q.d., primidone 300 mg q.a.m., NaCl 1 g tablet q.d., spironolactone 12.5 mg q.d., sulfasalazine b.i.d., Flomax q.d., and D3 2000 IU q.d.

ALLERGIES: CODEINE NEOSPORIN, SILICONE, and ADHESIVE TAPE.
DIET: NAS with chopped meat.

CODE STATUS: DNR.

HOSPICE: Valir.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert and cooperative to being seen.
VITAL SIGNS: Blood pressure 155/89, pulse 68, temperature 97.1, respirations 16, and weight 154.8 pounds.

CARDIAC: She has an irregularly irregular rhythm with a soft systolic ejection murmur. No rub or gallop.

NEURO: Orientation x2. She has to reference for date and time. She is soft-spoken. Her speech is clear; at times, hesitant when answering questions. She comes out for all meals, has certain people that she sits with every time, generally does not participate in activities due to visual and auditory deficits, but today she did and she will ask for help if she needs it.

MUSCULOSKELETAL: She ambulates with her walker. She is steady and upright and goes at a somewhat slow pace. She has trace ankle edema. Moves arms in a normal range of motion.

ASSESSMENT & PLAN:

1. Medication review. I am discontinuing folic acid when supply is out.

2. Question of urinary retention. I think this was related to hospitalization and procedure. She has been on Flomax. I have decreased it in frequency and she has had no problem, so I am going to have it held for three days; if she spontaneously urinates, then we will discontinue the medication.

3. Pain managed with gabapentin. She does not have many complaints anymore about pain, I think she keeps it to herself.

4. HTN adequate control, no change.

CPT 99350

Linda Lucio, M.D.
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