


PROGRESS NOTE

RE: Janice Hullet

DOB: 01/22/1947

DOS: 12/18/2024
The Harrison AL
CC: Increased confusion.

HPI: A 77-year-old female seen in her apartment. Staff tell me that she stays in her apartment; rarely does she come out. I knocked; she let me in and the door was unlocked actually. She was well groomed in holiday wear and appeared to be in good spirits. She was quite talkative and wanted me to see some artwork she was doing. She is painting a *__________* for a soon-to-be new grandchild. She tells me that she has an increase in her hand tremor and it is affecting her painting. She had a slight one previously. It was not particularly more notable, but for her, it seems to be. She then tells me that she recently had an appointment with Dr. Tariq, her neurologist at SSM, and she told him everything that was going on and she went back to the fact that she said that I wanted her to be in memory care and that he was surprised and wondered why I would say that and then that he was going to call me and talk to me about that and then that she has this new tremor and does not know what is causing it. She stated he was going to do something about that, but could not remember what that was. She talked about her daughter, how she felt, caught off guard the last time I saw her and the daughter acknowledged that she wanted to be here in January along with her sister who would have delivered her baby so that they could together move her mother into memory care and she said she is staying in her room so she does not do anything wrong and end up being moved there. She was actually very logical in her thinking and what she presented though I do not feel like she was trying to manipulate the situation to her favor. She acknowledged why having the big cat gone is a smart thing. She has a more noticeable stoop to her posture which I asked her about and she said that everyone in her family ended up like that and so it was now her turn, but she notices that it has gotten worse and it is noticeable over just the past month or so that I have seen her. The patient denies any significant pain. She is sleeping good at night. She takes meals in the room. I asked her if she occasionally goes out and she states not if she can help it. I asked staff how she appears to them when they do go to give her medications etc. and they acknowledged that she is always well groomed; she is very talkative which is her baseline, but does still appear somewhat grounded.
DIAGNOSES: Unspecified dementia with progression, migraine headache – has not had one in a couple of weeks, seizure disorder stable, depression, HLD, peripheral neuropathy, DM II, HTN, insomnia, OAB, RLS, chronic pain and GERD.

MEDICATIONS: Nitrofurantoin 50 mg h.s. UTI prophylaxis, Ativan 0.25 mg h.s. routine and b.i.d. p.r.n., Lantus 10 units q.h.s., Abilify 2 mg q.a.m., Depakote 250 mg b.i.d., and gabapentin 400 mg b.i.d.
Janice Hewett
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ALLERGIES: NKDA.

DIET: Low-carb.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert, well groomed and in good spirits.

VITAL SIGNS: Blood pressure 147/82, pulse 103, temperature 97.9, respirations 20, and weight 144.4 pounds.

HEENT: Her hair is short, but combed. She had makeup on. Her glasses were clean. Anicteric sclerae.

NECK: Supple. Clear carotids and nares patent.

RESPIRATORY: She had a normal effort and rate. Lung fields relatively clear. No cough. Symmetric excursion.

CARDIAC: She had regular rate and rhythm without murmur, rub, or gallop.

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

MUSCULOSKELETAL: Independently ambulatory in her room. She has a walker which she uses for distance, but I do not know that she has been out and she has a prominent kyphosis that had not been notable previously. She moves arms in a normal range of motion. She appears to have good grip strength. She goes from sit to stand without difficulty.

PSYCHIATRIC: She is oriented x 2 to 3. Her speech is clear. She talks with a plan about what she is doing to keep her freedom as she sees it which is living in AL and not going to memory care and I just let her do the talking and listened and supported that I understand why she would feel the way she felt. I just told her that she is here now and to just focus on that. 
SKIN: Warm, dry and intact with good turgor.

ASSESSMENT & PLAN:
1. DM II. I am ordering A1c which is due and hopefully she will be able to get off more DM II medication. Her last A1c was 5 on glipizide 2.5 mg q.a.m. which I discontinued at that time and she continues on metformin 500 mg b.i.d. a.c. and that was on 09/06/24.

2. Social. For family questions, they know that they can speak with me. I do not know that they want to and the patient states that she does not think her kids want to talk to her either. I told her to just keep up the good attitude.

CPT 99350
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
