


PROGRESS NOTE
RE: Dorothy Reubell
DOB: 02/25/1931
DOS: 01/10/2022
Council Road AL
CC: Followup visit.
HPI: A 90-year-old female with advanced dementia. It is pleasant in that she has clear speech, but rambles on from one topic to the other; when asked specific questions, her answers are random. She tends to smile and giggle frequently, will join conversation that is on her own conversation. Husband states that occasionally she will get on the tangent of “I want to go home” and despite telling her that they are home if he goes to the back and is not keeping an eye on her that she opens the door and will start walking down the hallway to get home. He states that her appetite is fair. She continues to lose few pounds. She is down 1 pound from when seen approximately two months ago. Her husband denies that she has dysphagia or anorexia, she just gets full early. The patient is a small person by his report throughout most of their lives. We also reviewed her medication list, as what he had seen did not match what she had previously been on.
MEDICATIONS: Norvasc 10 mg q.d., Xyzal 5 mg q.a.m., levothyroxine 25 mcg q.d., lisinopril 5 mg q.d., naproxen 220 mg q.a.m. and h.s., Enulose 30 mL Monday and Thursday.
ALLERGIES: BETA-BLOCKERS, CODEINE, HYDROCODONE, MORPHINE, and TIOTROPIUM BROMIDE.

DIET: Regular.
CODE STATUS: Full code. The patient has an advance directive indicating no heroic measures be taken. We will discuss this with her husband Bob Reubell.
PHYSICAL EXAMINATION:
GENERAL: The patient is alert and pleasant, in no distress.
VITAL SIGNS: Blood pressure 102/69, pulse 62, temperature 97.8, respirations 16, oxygen saturation 98%, and weight 103 pounds.

CARDIAC: Regular rate and rhythm without MRG.
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MUSCULOSKELETAL: The patient has a walker that she was using in her room and then to come out to the living room and then took and parked it in a corner of the living room and was walking independently. She has a leg-length discrepancy and the hip issue. So, there is a limp, but she appears to know how to navigate her gait and distance. She has no lower extremity edema.
NEUROLOGIC: She makes eye contact. Her speech is clear. She will giggle and smile. Her speech content is random, but she appears quite happy and will engage in a back and forth though she is asking questions not relevant to what is going on and does not appear to understand given answers. She is directable; tonight, she was bathed and bath aide stated that she was cooperative.
SKIN: Warm, dry and intact with good turgor.
ASSESSMENT & PLAN:
1. General care. Husband asked if she could use me as her primary care. I told him that was my role and so they will discontinue followup with the outside primary care that she saw prior to admission here. We also reviewed her medications and the current list is consistent with what husband states that she should be on.
2. Hypothyroid. TSH ordered.
3. Slow, but progressive weight loss. CMP to assess TP and ALB ordered along with CBC.
CPT 99338
Linda Lucio, M.D.
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