


PROGRESS NOTE

RE: Carolyn Cronk

DOB: 12/23/1938

DOS: 01/14/2022
Quail Creek AL

CC: Assume care.

HPI: An 83-year-old in residences since 10/22/21 followed by outside physician this is my first visit with her. The patient is with her daughter Lori Hall who is co-POA with her sister Sherry Groves. The patient is pleasant and well groomed. She is verbal with clear speech. She has about five phrases that she cycles through and repeats throughout the whole conversation otherwise she is not able to give information. She patient previously resided at St. Ann’s AL for three years. Daughter states that she started becoming more anxious there. It is a large facility in patient who clearly has cognitive impairment was having difficulty navigating the facility. Since moving here, daughter states that she has been calmer, happier, and more interactive, which is reassuring to the family. The patient also has a history of small cerebral artery aneurysm unclear location but she has been evaluated by several physicians and they have reassured family that it is small and that there is no surgical intervention required. The patient however knowing that it is there if she gets anxious she tends to become afraid that something is going to happen with that aneurysm so a calmer environment was sought.

PAST MEDICAL HISTORY: Alzheimer’s dementia, atrial fibrillation, CAD, HTN, hypothyroid, OA, lumbar disc disease, cerebral artery aneurysm, and history of thrombocytopenia.

PAST SURGICAL HISTORY: TAH, thyroid surgery, and cholecystectomy.
DIET: Regular.

CODE STATUS: DNR.

MEDICATIONS: Probiotic q.d., ASA 81 mg q.d., Lipitor 40 mg h.s., Os-Cal q.d., CoQ10 two capsules q.d., Allegra 180 mg q.d. will decrease to 60 mg when out, fish oil two capsules q.d., Flonase nasal spray q.d., Boniva q. month, levothyroxine 25 mcg one half tablet q.a.m., metoprolol 25 mg q.d., Singulair h.s., Mucinex 800 mg b.i.d., Zoloft 100 mg q.d., trazadone 100 mg h.s., B12 1000 mcg q.d., and D3 2000 IU q.d.
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SOCIAL HISTORY: The patient is a retired homemade teacher. She is single. Her husband has been having left her several years ago and that is one of the phrases that she repeats continually. She has two daughters Lori and Sheridan who share POA responsibilities.

FAMILY HISTORY: Mother died at 61. She had some type of abdominal CA. Father at 54 with sudden death. The patient has an older brother who is alive and has dementia.

REVIEW OF SYSTEMS:

CONSTITUTIONAL: Her weight is stable.

HEENT: She wears readers and bilateral hearing aids, which were in place and has native dentition.

CARDIAC: Denies chest pain or palpitations.

RESPIRATORY: No cough expectoration or SOB. She does have a history of seasonal allergies and the current regiment of antihistamine and Mucinex have worked good for her.

GI: Denies constipation or cognitive bowel.

GU: No recurrent UTIs and minor urinary leakage, but also continent for the most part.

MUSCULOSKELETAL: Ambulates independently. No falls.

SKIN: No rashes, bruising, or breakdown.

NEURO: Alzheimer’s diagnosis. She sleeps good with the use of trazodone. Daughter reports that she has had some recent paranoia and thinking that people were doing things to her or looking at her or taking her sewing items that she is a seamstress. She sleeps through the night and is independent in her ADLs.

PSYCHIATRIC: The paranoia that was previously discussed but no other diagnostic history other than depression, which is addressed with Zoloft.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert in no distress.

VITAL SIGNS: Blood pressure 141/71, pulse 69, temperature 96.8, respirations 18, O2 saturation 98%, and weight 155 pounds. She is 5’4”.

HEENT: She has full thickness hair. EOMI. PERRLA. Anicteric sclerae. Nares patent. Moist oral mucosa.

NECK: Supple without LAD. She has carotid bruit bilateral that are soft and bilateral hearing aids in place.

CARDIOVASCULAR: Regular rate and rhythm. She has a soft systolic ejection murmur throughout the precordium. PMI nondisplaced.

RESPIRATORY: Normal effort. Clear lung fields. Symmetric excursion. No cough.

Carolyn Cronk

Page 3

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: She ambulates independently. No LEE. Moves limbs in a normal ROM.

SKIN: Warm, dry, and intact with good turgor.

NEURO: CN II through XII grossly intact. Clear short and long-term memory deficits. She has five phrases that she is cycles through as part of conversation unable to give any information otherwise.

PSYCHIATRIC: She was calm, pleasant, and interactive.

ASSESSMENT & PLAN:

1. Alzheimer’s disease stable, but moderately advanced in her retention of long-term is poor and she has difficulty with any long-term information. She is able to ask for help and does rely on her daughters also help her express her needs. BPSD in the form of anxiety and depression. Haldol 0.25 mg to be given at 6 p.m. and half that dose to be given at 1 p.m. We will monitor benefit and sedation.

2. Seasonal allergies appear well controlled. Continue with current regiment.

3. Hypothyroid. I have no recent TSH. We will order thrombocytopenia. CBC will be ordered along with the CMP.

CPT 99328

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

