


PROGRESS NOTE

RE: Cora Vondella Jones
DOB: 08/31/1933
DOS: 05/05/2022
Jasmine Estates, OKC
CC: Return to facility.

HPI: An 88-year-old who had a fall toward the end of March, fractured a hip, underwent ORIF and then to Grace Living Center Norman for rehab and has returned to the facility since my last visit 04/05/22. The patient is observed today standing up at a table, but holding onto it. Staff reports that she wants to stand and start walking independently. She is not able to use a walker and does not stay in a wheelchair, but is able to propel one. Staff will walk around with her as standby assist so that she gets exercise and has not fallen when they are with her. The question is how safe she would be unattended. She requires redirection and can be fussy about doing that. She can be redirected to occupy herself with activities such as folding towels, etc., as opposed to wanting to get up and walk around. When I spoke with her, she made eye contact. Her speech is clear, but it is random and tangential, not able to give information. She clearly at one point stated “I want out” but could not say where she was going to go once she was out. It is reported that her appetite is good. She feeds herself. She is sleeping through the night. Denies pain and did so when I asked her today and is social. 
DIAGNOSES: Unspecified dementia severe, HTN, CKD stage III, HLD, MDD, and CAD.

MEDICATIONS: ASA 81 mg q.d., Depakote 250 mg b.i.d., Imdur 30 mg q.d., lorazepam 0.5 mg t.i.d., MiraLAX q.d., Pravachol we will change to MWF, and Zoloft 25 mg q.d. 

ALLERGIES: LIPITOR.

DIET: Regular.

MMSE 9 which is severe dementia.
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CODE STATUS: I spoke to the patient’s daughter co-POA who was going to speak with her sibling with whom she shares POA and let me know whether they agree to DNR and that was in February so I have not heard anything.

PHYSICAL EXAMINATION:

GENERAL: The patient is well groomed, alert, at a table with other residents, talking and moving and difficult to redirect.

RESPIRATORY: She did not cooperate with deep inspiration. Lung fields clear. No cough. Symmetric excursion.

CARDIAC: Regular rate and rhythm. No M, R, or G.

MUSCULOSKELETAL: She has generalized decreased muscle mass, adequate motor strength to stand. No lower extremity edema. She moves her limbs in a fairly normal range of motion.

NEURO: Orientation x 1. She remains verbal, but it is random though generally clear. She can be difficult to redirect and get to follow directions. She has a short attention span. She has a spontaneous urge to just stand and begin walking which requires to be monitored. 

SKIN: Warm, dry and intact with good turgor. No evidence of breakdown or bruising.
ASSESSMENT & PLAN: Unspecified dementia. There has been some progression noted since the event of fracture with ORIF and then SNF which is not unusual in this population. She seems to enjoy being with other residents, but then has a short attention span and is ready to move on to something else. She is on lorazepam, so I am going to increase lorazepam to 0.75 mg t.i.d. 
CPT 99336

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
