


PROGRESS NOTE

RE: Linda Miller
DOB: 12/08/1943
DOS: 12/10/2025
Rivermont MC
CC: Routine followup.
HPI: An 82-year-old female who was seen in the dining room. Her husband was present and was feeding her. He generally shows up for morning and afternoon meals and occasionally dinner. He continues to take good care of her when he is here. He feeds her and make sure that she has whatever she needs and it is clear that she has some recognition of him being familiar to her as she responds to him feeding her. Staff reports that she is cooperative to taking her medications and does not resist personal care like she used to. New behaviors are that she started grabbing into the air like around her face, seeing things and trying to grab them or touch them and that she will just whisper or mumble to no one in particular and when it is time to get the patient out of her wheelchair, say onto her bed or onto the toilet, she will draw her legs up so that she is not in a weightbearing position.
DIAGNOSES: End-stage primary progressive aphasia, anxiety disorder, decreased neck and truncal stability, the patient in Broda chair, hypothyroid, GERD, HLD, disordered sleep pattern, and history of HSV keratitis on prophylactic therapy.

MEDICATIONS: Unchanged from 11/11/25 note.

ALLERGIES: Multiple, see chart.

DIET: Regular puréed with thin liquid.

CODE STATUS: DNR.

HOSPICE: Inhabit Hospice.

PHYSICAL EXAMINATION:

GENERAL: Petite and frail appearing older female who is just randomly looking around.

VITAL SIGNS: Blood pressure 133/64, pulse 68, temperature 97.6, respirations 18, O2 sat 92%, and weight 110 pounds a loss of 2 pounds.
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HEENT: She has short hair. EOMI. PERRLA. Anicteric sclerae. Nares patent. Moist oral mucosa. Native dentition. Clear carotids.

RESPIRATORY: Anterolateral lung fields clear. She does not understand deep inspiration. No cough. Symmetric excursion.

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

ABDOMEN: Soft. No distinction or tenderness. Hypoactive bowel sounds.

NEURO: The patient can look around randomly with a blind expression and then smile. She will utter or coo making nonsensical expressions, does not show aggression or outright resistance.

SKIN: No bruising or breakdown noted. Warm, dry and soft.

ASSESSMENT & PLAN:
1. End-stage primary progressive aphasia. The patient is stable in the current state that she is and she appears to be content. Her husband is happy with seeing her calm and receptive to him as well as the facility.

2. Pain management. Low dose Norco one-half tablet in the a.m. and h.s. We will continue with that routine and she does have a t.i.d. p.r.n. available.

3. Sleep. The patient sleeps through the night. She has a nap during the day where she does sleep and it does not interfere with nighttime sleep.
4. Hypoproteinemia. CMP is reviewed today and her total protein is 5.7 and albumin WNL at 3.8. We will see if husband feels that protein drink would be a benefit to the patient at this point. I do not know that it is going to make a significant difference.
5. Volume contraction. The patient’s BUN is 26 and her BUN to creatinine ratio is 41. So I encouraged staff to offer her water at every meal and when they put her down for a nap as well as put her down for bed, offer her water when they first go into the room so that she at least is having that and of course at each meal.
6. Hypothyroid. The patient takes levothyroxine 75 mcg q.d. and current TSH is elevated at 7.49. We will increase levothyroxine to 125 mcg q.d. and recheck TSH in six to eight weeks.
CPT 99310 and direct POA contact 15 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
