


PROGRESS NOTE

RE: Burkhart Katherine

DOB: 05/31/1939

DOS: 05/24/2022

HarborChase AL

CC: Assume care.

HPI: An 82-year-old previously followed by Dr. Daniels and I am now assuming her care. She is seen in room with son Jerry present. The patient’s daughter Connie Elwood is her POA and she was contacted with FaceTime. The patient is well groomed. She looks healthy and alert. Her speech is clear but it is evident that when questions are asked it takes her a while to formulate her answer and evidence of memory deficits. She does have a diagnosis of memory loss, but not quantified. The patient states she feels good. She has no complaints and not sure that she needs anything at this time. Her son did bring up some behavioral issues that had occurred. The first time that he saw them was two months ago and then it was just recently within the last week or so where she became verbally aggressive with another resident and then just recently irritated with a resident at meal time and then physically went and pulled the patient’s wheelchair away from the table where Ms. Burkhart was sitting and tried to move her to another table. Son states that this increasing irritability and aggression is new and asked whether it can be treated and I spoke openly about it with patient present and she did not seem offended and I told her that we could do something to help that and it is not an uncommon feature with some patient’s who have very mild memory change.

DIAGNOSES: MCI with new BPSD in the form of aggression, HTN, macular degeneration, and history of thyroid polyps.

MEDICATIONS: Aricept 5 mg q.d., Norvasc 2.5 mg q.d., MVI q.d., and ASA 81 mg q.d.

DIET: Regular.

CODE STATUS: Full code.

ALLERGIES: NKDA.
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PAST SURGICAL HISTORY: Appendectomy.

FAMIL HISTORY: The patient’s mother and per daughter/POA all the women in her mother’s family have had dementia.

SOCIAL HISTORY: The patient was living at home alone. She has been divorced and then widowed for the last 8-10 years. She was a clerk in Del City town office. She is nonsmoker and nondrinker.

REVIEW OF SYSTEMS: She wears corrective lenses and dentures. Her appetite is good. Her weight is stable. She is continent of bowel and bladder. She had a fall approximately two months ago where she fell and broke her eyeglasses just skipping step when she was walking down a set of steps.

PHYSICAL EXAMINATION:

GENERAL: Well groomed and healthy appearing female in no distress.

VITAL SIGNS: Blood pressure 122/70, pulse 68, temperature 97.9, respirations 18, and O2 sat 95%. Weight 148 pounds.

HEENT: Her hair combed. Conjunctivae clear. Corrective lenses in place. Moist oral mucosa.

NECK: Supple with clear carotid.

CARDIOVASCULAR: She had a regular rate and rhythm without MRG. PMI nondisplaced.

RESPIRATORY: Lungs fields are clear. Normal effort. Symmetric excursion. No cough.

ABDOMEN: Soft. No distention or tenderness.

MUSCULOSKELETAL: Good muscle mass and motor strength observed weightbearing and positioning her chair sitting on it without assist.

SKIN: Warm, dry, and intact with good turgor. 

NEUROLOGIC: CN II through XII grossly intact. She does have some short-term memory deficits. She makes eye contact. Speech is clear. She is able to give some information and accepts openly information from her son.

ASSESSMENT & PLAN:
1. MCI with new BPSD. Depakote 125 mg q.d. Explained how the medication works and will follow up in a couple weeks to see if it has been of benefit.  I told them there is always room for adjustment as needed.

2. HTN. BP to be checked daily x2 weeks and then Monday and Thursday x2 weeks. We will see if amlodipine is needed.
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3. Code status. Daughter will see if there is DNR and provided if there is otherwise physician certification can be completed.

4. General care. CBC, CMP, and TSH ordered. Prolonged contact with family x20 minutes.

CPT 99338

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

