


PROGRESS NOTE

RE: Carolyn Phillips
DOB: 09/15/1936
DOS: 06/07/2022
Jefferson’s Garden
CC: 90-day note.

HPI: An 85-year-old with dementia and senile debility, seated in room. She was alert, made eye contact with me, remembered who I was and was able to answer questions. The patient states that she thinks she has been doing good that she feels good. She does come out for meals using her wheelchair. She is able to propel it. She states that she uses her walker in her room. The DON was present and asked her when and how often and turns out that it is infrequent only when staff is with her and she wants to go into her bedroom or bathroom that they then allow her to walk accompanying her. She has had no falls or other acute medical events past 90 days. Previous issues such as a senile diarrhea is continued to respond to low dose Imodium q.a.m. Review of BPs show adequate control and her weight is 119 pounds, current shows an increase of 7 pounds from February at 112. She comes out for meals and the occasional activity has different female residence. She has been befriended who will come and visit with her in her room. She is in good spirits.
DIAGNOSES: Unspecified dementia without BPSD, RLS, OAB, Raynaud's phenomenon, and senile diarrhea.

MEDICATIONS: Tylenol 650 mg a.m. and h.s., Lasix 40 mg q.d., levothyroxine 50 mcg q.d., loperamide 2 mg one tablet 9 a.m. and 9 p.m., Toprol 50 mg q.p.m., ropinirole 0.5 mg 9 a.m. and 9 p.m., Zoloft 100 mg q.d. and Detrol ER 4 mg q.d.
ALLERGIES: NKDA.

DIET: Regular with chopped meat.

CODE STATUS: Full code.
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PHYSICAL EXAMINATION:
GENERAL: Well groomed and alert female, in good spirits.

VITAL SIGNS: Blood pressure 120/72, pulse 72, temperature 98.2, respirations 13, O2 sat 98% and weight 119 pounds.
HEENT: Hair is groomed. Conjunctivae clear. Moist oral mucosa.

NECK: Supple.

RESPIRATORY: Normal respiratory rate and effort. Lung fields clear. Symmetric excursion. No cough.

CARDIOVASCULAR: Regular rate and rhythm without M, R, or G. PMI nondisplaced.

MUSCULOSKELETAL: Generalized decreased muscle mass, but fair motor strength. She is able to go from sit-to-stand and vice versa using the arms of her wheelchair for support and then she is able to propel her wheelchair though it does take her some time to get to her destination. She has no lower extremity edema.

SKIN: Warm, dry and intact with good turgor. She has a skin tear of the right lower extremity occurred. She stated hitting it up against her wheelchair. There is no evidence of active bleeding. Clear eschar formation. No warmth or tenderness.

NEURO: Orientation x2. Speech is clear and soft volume. Affect congruent with what she is saying and appears to understand given information.

ASSESSMENT & PLAN: 90-day note. No acute medical events or falls. There has been a weight gain of 7 pounds in the past four months. She socializes comes out for meals. Denies pain with good sleep and appetite pattern. No new orders. Continue with the current medications.
CPT 99338
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
