


PROGRESS NOTE

RE: Norma Farnon
DOB: 11/16/1950
DOS: 12/16/2024
Rivermont MC
CC: Followup on behavioral issues and insomnia.
HPI: A 74-year-old female who was in her room most of the time and then she suddenly appears in the dining area. She is quiet and just moves around looking at other people. She did not speak the entire time and she was just wanting to see what people were doing. When seen last month, the issue of socialization came up. She does like being around other people, but she is primarily nonverbal and just does not know how to respond to that when they ask her questions and she does not answer. I did speak with a couple of people that were asking about that and it seems to be understood and okay now.
DIAGNOSES: Advanced frontotemporal dementia, BPSD going into others’ rooms etc., HTN, GERD, HSV-2 suppression and disordered sleep pattern improved.
MEDICATIONS: ABH gel 0.5/12.5/0.5 mg/0.25 mL 0.25 mL at 8 a.m., noon and 4 p.m., Tylenol 500 mg q.a.m., Depakote 125 mg b.i.d., MVI q.d., trazodone 50 mg h.s., acyclovir 500 mg one tablet b.i.d. suppressive therapy.
ALLERGIES: SULFASALAZINE.

DIET: NCS with chocolate Ensure one can b.i.d.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Petite frail-appearing female who just quietly moves around looking at other people and what they are doing.
VITAL SIGNS: Blood pressure 135/76, pulse 72, temperature 97.6, respirations 18 and weight 101 pounds, which is stable.

HEENT: She has thin, but long hair. EOMI. PERLA. Nares patent. Moist oral mucosa. Native dentition.

NECK: Supple.
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CARDIAC: Regular rate and rhythm without murmur, rub or gallop.

RESPIRATORY: She does not cooperate with deep inspiration. She is always on the move and does not ever seem short of breath. No cough.

SKIN: Warm, dry and intact with fair turgor. I did not see any bruising, abrasions or skin tears.

PSYCHIATRIC: She is always in just kind of a pleasant mood, moving around quietly and with kind of half-smile on her face.

NEURO: Orientation x1. She makes brief eye contact, speaks infrequently and when she does, it is random in content, not able to give information or voice her needs and primarily nonverbal and her behavioral issues of care resistance have decreased with medical management.

ASSESSMENT & PLAN:
1. Frontotemporal dementia advanced, but stable. No evidence of pain or emotional distress. Generally, takes her medications and now is compliant with personal care and showering, which is given by the female aides of her hospice.
2. Weight issues. The patient has poor PO intake and she is always walking. Her current weight now is 101 pounds, 30 days ago was 102, so I think it is relatively stable and she will just remain petite.
CPT 99350
Linda Lucio, M.D.
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