


PROGRESS NOTE

RE: Daisy Martin
DOB: 10/22/1932
DOS: 04/22/2022
Rivermont AL
CC: Quarterly note.

HPI: A 90-year-old up in bedside chair. She was alert and engaging. She spoke clearly though slowly. She gives information and then gives more information that contradicts what she just said. She does not seem aware of it. Memory deficit is evident. The patient recently has been asking for an eye doctor or dental appointment. Family is not able to take her. Medical transport would be necessary and the patient does not want to have a medical van take her. So she has not had any of those appointments. She did not bring that up today. The patient uses her wheelchair for all mobility. She requires transfer assist. She has had no falls. The patient had an abrasion on her right lower extremity 02/10/22. She could not recall how it occurred, but it was treated topically and resolved with no problem. The patient comes out for meals and activities. Otherwise, she is in her room often sitting quietly with no music or TV on. 
DIAGNOSES: Cognitive impairment, COPD, OA, osteoporosis, bipolar disorder, depression, hypothyroid, GERD, chronic venous insufficiency, history of PE, cervical vertebral fracture, and history of breast CA.

MEDICATIONS: ASA 81 mg q.d., Wellbutrin 150 mg q.d., Os-Cal q.d., Flexeril 5 mg q.d., fish oil 1000 mg q.d., Flonase q.d., levothyroxine 125 mcg q.d., lisinopril 40 mg q.d., Claritin 10 mg q.d., meclizine 25 mg q.d., MVI q.d., Myrbetriq 25 mg q.d., Protonix 40 mg q.d., and Detrol 4 mg q.d. Of note, I did try to minimize her OAB medication to one. Family requested she remain on these two. Geodon 60 mg q.d. and Tylenol 1000 mg t.i.d.

ALLERGIES: STEROIDS, CODEINE, LITHIUM, and OXYCONTIN.

CODE STATUS: DNR.

DIET: Regular with cut meat and NAS. 
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PHYSICAL EXAMINATION:

GENERAL: Elderly female sitting in chair with legs elevated.

VITAL SIGNS: Blood pressure 151/85, pulse 67, temperature 96.9, respirations 18, O2 sat 96%, and weight 133 pounds. 
HEENT: She is wearing glasses. Moist oral mucosa. 

NECK: Supple with clear carotids.

RESPIRATORY: Anterolateral and mid upper airway lung fields are clear. Decreased bibasilar breath sounds secondary to effort.

CARDIOVASCULAR: Regularly irregular rhythm at a normal rate. PMI nondisplaced. 
ABDOMEN: Bowel sounds present. No distention, tenderness or masses.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. Intact radial pulses. No lower extremity edema.

NEURO: She makes eye contact. She speaks a few words. She has a smile, is HOH and oriented x 2. Her speech is slow, but clear. She can voice her needs.

SKIN: Warm, dry and intact with good turgor.

ASSESSMENT & PLAN: 
1. Mobility issues. The patient is dependent for transfer assist and then has to have her wheelchair transported as it is very slow for her to propel. For standing, she requires a one-person assist.

2. MCI. There has been progression noted over the past six months. Increased short and long-term memory. She remains pleasant. There are no behavioral issues. She will randomly voice concerns about certain things and then have no information or not remember them when asked again. 
3. Social: The patient informs myself and nurse at the end of being seen that she is going to be moving and did not know where or when and when I asked DON, they had no information as to her moving. Anyway, she is due for annual lab work, but before ordering we will make sure that she will be here for follow-through. Otherwise, it can be drawn at her new facility. 
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