


PROGRESS NOTE

RE: *__________*
DOB: 

DOS: 

*__________* DICTATION STARTS ABRUPTLY *__________*

Status post CVA. The patient was seen in her room. She still has many of her personal *__________* out but some things that were brought during her move in that she has not unpacked. She listened to me and then she spoke for a while, again unclear what it was that she was saying but I was agreeable with her and her affect appeared to be calm.

DIAGNOSES: Vascular dementia, post CVA, HLD, DM II, HTN, disordered sleep, and B12 deficiency.

MEDICATIONS: Unchanged from note on 05/04/22.

ALLERGIES: Unchanged from note on 05/04/22.

DIET: Low-carb DM II.

CODE STATUS: She has a living will indicating no heroic measures, but DNR not in place.

PHYSICAL EXAMINATION:

GENERAL: The patient is seated in room. She was attentive and verbal.

VITAL SIGNS: Blood pressure 134/70, pulse 72, temperature 97.7, respirations 18, and O2 sat 97%. Refused weight.

MUSCULOSKELETAL: She ambulates independently in her room and has a walker for outside of her room. No lower extremity edema.

NEUROLOGIC: Orientation to self only. Speech can be mumbled and she has noted expressive aphasia. So communication is very limited. Her affect appeared calm and she in no way made any aggressive or inappropriate gestures or movements.

SKIN: Warm, dry and intact with good turgor.
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ASSESSMENT & PLAN:
1. Dementia with BPSD. Depakote 125 mg b.i.d. routine and Ativan gel 2 mg/mL 0.5 mL q.d. p.r.n x 30 days. I also talked to the patient about lab draw being done that is important so we can take care of her diabetes. We will have lab come back after she has had a few days of Depakote.

2. Code status. We will clarify this with family. I did speak with POA Joan Hollandsworth on 05/05/22; however, advance care planning was not discussed.
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