


PROGRESS NOTE

RE: Ruth Martin

DOB: 02/06/1931

DOS: 05/24/2022

HarborChase AL

CC: Assume care.

HPI: A 91-year-old seen in room. One of her son’s was present while her son Davis medical POA requested I assume care. The patient was pleasant. She is HOH seemed initially indifferent and she could not understand what I was saying and was speaking louder. She did make some eye contact, but still trying to watch the television and she gave just matter-of-fact brief answers to questions. Overall, she stated that she felt good. She did not have any complaints that she knew of and did not think that there was anything wrong. When asked about her medications, she stated that she did not take any medication however the med aide was present who reminded her the medicines that she receives in the morning. I also reviewed a note from 03/08/22 fall where she went to the ER and fractured her left orbit and then I was told that she had also fallen after that requiring sutures for the right elbow laceration. The patient did not remember that.

DIAGNOSES:  Per son are Alzheimer’s disease, HTN, CKD III, and depression. Osteoporosis, HLD, OA of left knee, hard of hearing, and asthma.

MEDICATIONS: COQ10 q.d., Docusate 100 mg q.d., losartan 50 mg q.d, melatonin 10 mg h.s., Namenda 5 mg b.i.d, Singulair h.s., Zoloft 75 mg q.d., Os-Cal q.d..

DIET: NAS.

CODE STATUS: Full code.

ALLERGIES: NKDA.

REVIEW OF SYSTEMS: The patient wears corrective lenses and hearing aids. Ambulates independently and continent of bowel and bladder. She sleeps through the night by her report. Appetite is good and weight has been stable and had two falls in the last two months.
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PHYSICAL EXAMINATION:

GENERAL: Well-developed and well-nourished elder female in no distress.

VITAL SIGNS: Blood pressure 132/78, pulse 76, temperature 97.8, respirations 18, and O2 sat 95%. Weight 130.2 pounds.

HEENT: Corrective lenses and bilateral hearing aids in place. Nares patent. Moist oral mucosa. Native dentition in good repair.

NECK: Supple with clear carotid.

CARDIOVASCULAR: Regular rate and rhythm without MRG. PMI nondisplaced. RESPIRATORY: Normal effort and rate. Lungs fields are clear. No cough. Symmetric excursion.

ABDOMEN: Soft. No distention or tenderness.

MUSCULOSKELETAL: Did not observe weightbearing or gait, but she moves limbs in a normal range of motion, seated and has no lower extremity edema.

SKIN: Warm, dry and intact with good turgor. Well-healed laceration area on her right elbow. No sutures in place.

NEUROLOGIC: CN II through XII grossly intact. She makes eye contact. Her speech is clear. She states a few words at a time watching the TV while she speaks and at times did not give correct information and it was corrected by her son.

ASSESSMENT & PLAN:
1. Assume care. I reviewed medications with patient’s son and med aide and have discontinued medications which remain on the MAR, but son has not brought them in as he previously had stating that he thought they should be discontinued and many of them are supplements so that is done. We will order a CMP, CBC, and TSH as we have no baseline labs.

2. Code status. We also discussed DNR and what it implies. There is no advanced directive though. The son present believes it may be a DNR that can be addressed when her POA returns.
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Linda Lucio, M.D.
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