


PROGRESS NOTE

RE: Delia Fontenot
DOB: 01/08/1938
DOS: 12/11/2023
Rivermont AL
CC: Hospital followup.

HPI: An 85-year-old female with late onset Alzheimer’s disease which she has had recent progression. She had a fall in her room mid last week. The return from her hospital stay commented that she had a subdural hematoma with increased confusion. Well here in the facility, she has been cooperative, staying in her room to include eating and she is now also COVID positive. When asked about pain, she does not really acknowledged pain and appears confused by the question. I told her that she does have something for her pain from Tylenol to something stronger if needed and she said okay, but she does not need it. The patient returned from the hospital this morning and shortly after her return, the DON received a call from hospital staff that the part of her head CT stating that there was a subdural hematoma, was incorrect, the radiologist reviewed it and that was an incorrect read. So, it just shows normal changes for her age, some atrophy in large ventricles, and microangiopathy. She was seen in room with the ADON present. The patient had a full tray of food sitting on her bedside table. She had not eaten. She was dressed, in sweats and she was pleasant and made eye contact, but generally quiet otherwise.

DIAGNOSES: Recent fall with hospital stay rule out fracture, dislocation or any acute CNS findings, late onset Alzheimer’s disease with recent progression, hypothyroid, depression, anxiety, and scalp psoriasis extensive.

MEDICATIONS: Norvasc 5 mg q.d., Pepcid 20 mg b.i.d., _____162__ scalp rub to be used b.i.d., levothyroxine 25 mcg q.d., Namenda 10 mg q.d., olanzapine 7.5 mg h.s., and Zoloft 50 mg q.d.

ALLERGIES: Multiple, see chart.

DIET: Regular, thin liquid with Boost one can q.d.
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CODE STATUS: Full code. 
PHYSICAL EXAMINATION:

GENERAL: The patient was cooperative letting us into her room when I went to see her and sitting down and letting me talk to her for few minutes.
VITAL SIGNS: Blood pressure 130/66, pulse 78, temperature 97.2, respirations 19, O2 sat 100%, and weight 114 pounds.

HEENT: Her hair is combed. Sclerae are clear. She makes eye contact as appropriate. Nares patent. Slightly dry oral mucosa.

NECK: Supple with clear carotids.

RESPIRATORY: She has a normal respiratory effort and rate. Lung fields are clear. No cough. Symmetric excursion.

CARDIOVASCULAR: She has a regular rate and rhythm. There is no murmur, rub, or gallop.

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

MUSCULOSKELETAL: Ambulating independently in her room. She moves at a moderate pace. She is able to bend over and moves arms in a normal range of motion. She has no lower extremity edema.

ASSESSMENT & PLAN:
1. Weight issues. The patient tends to vacillate between 113 to 116 pounds. So, her 114 pounds weight is within her baseline range. We will continue to follow. Encouraging p.o. intake and protein drink daily.

2. General care. The patient had full labs done on 10/09/23. H&H mildly suppressed at 11.5 and 35.4 and CMP notable for low T-protein and ALB, but she has supplementation.
3. General care. The staff is in contact with the patient’s family. I will do a follow up H&H prior to my next visit and anything else that may be indicated in the interim.

4. COVID. Robitussin DM 10 mL q.6h. and should there start to become any discoloration to her nasal drainage or expectorant, we will treat with azithromycin.
CPT 99350
Linda Lucio, M.D.
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