


PROGRESS NOTE

RE: Jerry Snow
DOB: 08/22/1941
DOS: 12/11/2025
Rivermont AL
CC: 

HPI: An 84-year-old female followed by Excell Hospice for a generalized decline, needing assist with 6/6 ADLs. The patient’s baseline was mild cognitive impairment with slow progression and then about a month ago just hit a point where things started to decline for her in the absence of any acute event. The patient is followed by Excell Hospice. The nurse involved in her care is one who actually cared for her when she was home prior to admit here. So, she appreciates the familiarity with the staff from hospice. The patient was napping when I went in to see her this afternoon. She listens to books on tape. Cognitively, she is coherent. She tends to spend time in her room. Today, she came out for a brief period of time to attend a Christmas party with other residents. 
DIAGNOSES: Mild cognitive impairment with recent staging in progression, DM II, GERD, CAD, HLD, asthma and depression.

MEDICATIONS: ASA 81 mg q.d., Lipitor 40 mg h.s., Lantus 15 units q.d., MVI q.d., Plavix q.d., colestipol 1 g q.d., probiotic b.i.d., Depakote 125 mg h.s., Aricept 5 mg h.s., Cymbalta 60 mg q.d., Lasix 20 mg one tablet q.d., Norco 7.5/325 mg one-half tablet b.i.d. p.r.n., Imdur 30 mg ER q.d., melatonin 5 mg h.s., metformin 250 mg b.i.d. a.c., Toprol 25 mg q.d., MOM 30 mL Monday and Thursday, Singulair one tablet h.s., omeprazole 20 mg q.d., KCl 20 mEq MWF, PreserVision two capsules q.d., ProFe 180 mg q.d., sodium bicarb 650 mg b.i.d., trazodone 25 mg h.s., and D3 1000 IUs q.d. 
ALLERGIES: CODEINE and MUSHROOM.

CODE STATUS: DNR.

DIET: Regular thin liquid.

HOSPICE: Excell Hospice.
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PHYSICAL EXAMINATION:

GENERAL: The patient resting comfortably in the room, awoke easily.

VITAL SIGNS: Blood pressure 128/71, pulse 63, temperature 97.0, respirations 17, and O2 sat 98%.

RESPIRATORY: Normal effort and right. Lung fields clear. No cough. Symmetric excursion.

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

ABDOMEN: Protuberant, nontender and soft. Bowel sounds present.

MUSCULOSKELETAL: The patient is able to weight bear for pivot transfers. She is transported via manual wheelchair.

NEURO: She makes eye contact. Soft spoken. Clear speech. Content coherent. She told me that she has a sore on her bottom and wanted it checked and just said we would do it once we move her to the bathroom. Overall, when asked, the patient states that she feels good.  She makes eye contact. Clear speech. Voices her need. She understands given information. She asked questions if she does not understand. She is oriented x 2 to 3. She also occupies herself with books on tape, listening to the news, etc. 

SKIN: Warm and dry. The sore that she references is on the left just inner gluteal area about the size of a nickel, appears to be abraded from repositioning herself. There is no drainage, warmth or tenderness to palpation. There is a thin eschar forming over the area.

ASSESSMENT & PLAN:
1. Sore on bottom. The patient has TheraHoney ointment in a tube that she states has been used on sores in the past and it does a good job with healing. So, she would like to have that used. Order is written for it to be applied to clean dry area a.m., h.s. and after each BM. We will follow up in a couple of weeks. 
2. Medication review. The patient has multiple medications that many of them at this point are not necessary. So, I have written for some to be discontinued and others to be decreased in frequency. 
CPT 99310
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
