


PROGRESS NOTE

RE: Norma Yocum
DOB: 07/02/1931

DOS: 12/10/2025
Rivermont MC

CC: Routine followup.

HPI: A 94-year-old female seen in the dining room in her usual seat. She was having lunch and then later seated in the same position was reading an architectural digest. She is able to read the fine print without the use of corrective lenses. Staff tells me that she is as usual pleasant, comes out for all meals and participates in activities whether she understands what is going on or not and she will ask for help if needed. She is generally in good spirits and presents in her interactions with the other residents. She has had no falls or other acute medical issues.

DIAGNOSES: Severe unspecified dementia with recent staging, chronic pain management, HTN, glaucoma, gait instability, uses a manual wheelchair she propels, history of anxiety, and depression managed.

MEDICATIONS: ABH gel 1/25/1 mg/mL 1 mL topical at 9 a.m., BuSpar 7.5 mg one tablet at 6 p.m., Norco 5/325 mg one tablet 9 a.m., 2 p.m., and 6 p.m., metoprolol 25 mg one tablet 9 a.m. and 6 p.m., PEG solution q.a.m., Senna plus one tablet b.i.d., and Zoloft 25 mg one tablet h.s.

DIET: Mechanical soft and regular with thin liquid.

ALLERGIES: MEPERIDINE and CLINDAMYCIN.

CODE STATUS: DNR.

HOSPICE: Suncrest Hospice.

PHYSICAL EXAMINATION:
GENERAL: Petite older female seated in the dining room in her usual spot with her neck beginning on her head. She was reading magazine. She was alert and responded to being spoken to.
HEENT: She has shoulder length wispy platinum colored hair, very pretty light blue eyes. Nares are patent. Moist oral mucosa. Native dentition with some teeth missing, the remaining in fair repair.
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NECK: Supple with clear carotids. No LAD. Hearing is good without hearing aids.

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

RESPIRATORY: She has a normal effort and rate. Lung fields are clear. No cough. Symmetric excursion. No SOB with speech or activity.

ABDOMEN: Flat, nontender, and bowel sounds present without masses.

MUSCULOSKELETAL: She moves arms in a normal range of motion. Propels her manual wheelchair with her legs and arms. She can weight bear with pivot for transfers but requires staff assist. Generalized decreased muscle mass and fair motor strength. No lower extremity edema.

SKIN: Warm, dry, and intact with fair turgor. No bruising or breakdown noted.

NEURO: Orientation x2. She has to reference for date and time. Soft spoken. Clear speech. Content usually appropriate to situation. She asked questions and ask for help if needed. At times her speech content is random.

PSYCHIATRIC: Is easy-going, usually in good spirits and does not seem to be bothered by things going on around her or other people’s bad behavior. She sleeps through the night and is awake during the day, will occasionally nap.

ASSESSMENT & PLAN:
1. Pain management. The patient continues with the t.i.d. Norco 5/325 mg this appears to be effective for her hospice recently added a q.8 p.r.n. Norco schedule and she has not asked for it she is aware of that it is available if needed.

2. Weight management. The patient will always eat at meals but at times only 50% of what she served. She does have Ensure one can q.d. and does drink those. Her weight is up by 2 pounds this month going from 96 to now 98 pounds. Her BMI 17.4.

3. Anxiety disorder appears to be well-managed between ABH gel and BuSpar, no changes.

4. Hypertension. She takes b.i.d. metoprolol 25 mg and has p.r.n. clonidine with parameters. Her blood pressures systolic range from 130 to 178. She has that 178 x2  for last month so it is generally within normal range.
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