


PROGRESS NOTE
RE: Sally Smith
DOB: 06/21/1945
DOS: 04/12/2022
Jefferson’s Garden

CC: 60-day note.
HPI: A 66-year-old seen in room. She was alert and cooperative, seemed a bit puzzled why she was being seen and reassured her for reasoning. She states she sleeps good, has a good appetite, tends to stay in her room and will come out for some activities, but overall she enjoys just being by herself and watching television. She did add that she started walking outside by the pond a lap a day and I told her that was great and now the new goal is to do it once in the morning, once in the evening and we will go from there. She is also doing the morning chair exercises.

DIAGNOSES: Vascular dementia without BPSD, atrial fibrillation, cardiomyopathy, CAD, CHF, depression and insomnia, folic acid deficiency, polyarthritis.

MEDICATIONS: Amiodarone 200 mg q.d., ASA 81 mg q.d., Lipitor 20 mg h.s., Coreg 25 mg b.i.d., Eliquis 5 mg b.i.d., torsemide 20 mg q.d., Namenda 10 mg b.i.d., Zoloft 100 mg q.d.
ALLERGIES: NKDA.
DIET: Regular with cut meat.

CODE STATUS: Full code.
PHYSICAL EXAMINATION: 
GENERAL: Overweight female, cooperative, seen in room.

VITAL SIGNS: Blood pressure 120/70, pulse 64, temperature 98.2, respirations 10, and O2 sat 96%. Weight 187.6 pounds. Weight gain of 15.6 pounds.
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CARDIOVASCULAR: Regular rate and rhythm without M, R or G.
RESPIRATORY: Normal effort and rate. Lung fields clear to bases. No cough. Symmetric excursion.
MUSCULOSKELETAL: She ambulates independently. No lower extremity edema. Moves arms in normal range of motion. Intact radial pulses. No lower extremity edema. She had no tenderness to palpation of the large joints as well as small joints of her hands and feet. There is no warmth, tenderness or effusion.
NEURO: Makes eye contact. Speech is clear. Orientation x 2 to 3. She has to reference for date and time. She smiled when appropriate and was cooperative.
PSYCHIATRIC: Appropriate affect and demeanor. The patient appeared to become more relaxed as opposed to is guarded she had been initially.

ASSESSMENT & PLAN:
1. Improvement in ambulation. She has completed PT, not using her walker. Joint pain is managed.

2. Weight gain: The patient’s current BMI is 32.2, encouraged increasing her walking activities as well as in-house exercise classes. Again reviewed her labs with her in January when she did ask about them.

CPT 99338
Linda Lucio, M.D.
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