


PROGRESS NOTE

RE: Geneva Norman
DOB: 01/03/1928
DOS: 06/07/2022
Jefferson’s Garden
CC: Increased confusion and sleep disturbance.
HPI: A 94-year-old seen in room. Staff reports that she has been more confused, staying in room and attitude has changed. I spoke to her about how she is feeling in general, she essentially stated that things just would not worth that she was old and what was the point and that she looked forward to just dying because she would not be bothering her family anymore. She mentioned having a son who is ill and dying and another son who is not doing well, but tries to help her as much as he can and she feels bad about that. Reassured her that we could address her sleep which might improve her outlook. She stated she started taking pills and does not want to take any, but acknowledged that the ones she already has she will take. She was not as groomed as she normally is. Her speech was clear. She repeated herself and was confused by basic questions. She did cooperate to exam.

DIAGNOSES: Cognitive impairment with progression, atrial fibrillation, CKD III, GERD and rheumatoid arthritis.

MEDICATIONS: Tylenol 650 mg a.m. and h.s., diltiazem 180 mg b.i.d., Lasix 40 mg q.d., metoprolol 25 mg b.i.d., Eliquis 2.5 mg b.i.d., Lactaid q.a.m. a.c., omeprazole 20 mg q.d., oxybutynin 5 mg h.s., and Biofreeze to right knee b.i.d.
ALLERGIES: SIMVASTATIN and OLMESARTAN.

DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:
GENERAL: Somewhat unkempt, irritated female, cooperative but in bad mood.
VITAL SIGNS: Blood pressure 130/70, pulse 86, temperature 97.6, respirations 12, O2 sat 98%, and weight 145 pounds.
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HEENT: Her hair was not combed. Conjunctivae clear. Dry oral mucosa.

NECK: Supple.

RESPIRATORY: Normal effort and rate. Lung fields clear with symmetric excursion. No cough.

CARDIOVASCULAR: Irregular rhythm. No M, R, or G. PMI nondisplaced.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: She was seated, did not observe weightbearing. No lower extremity edema. She moves arms in a normal range of motion. Decreased generalized muscle mass.

NEURO: She is alert and oriented x1 to 2. Speech was clear. Repeated herself and somewhat irrational in her thinking and responses to basic questions.

ASSESSMENT & PLAN:
1. Reported sleep disturbance. Trazodone 25 mg h.s. to start. We will increase as needed and hopefully this can be given with her other evening medications without her noticing so that perhaps getting some sleep will help decrease some of her irritability.
2. Depression type symptoms. Citalopram 10 mg q.d. We will monitor after two to three weeks and increase to 20 mg as needed.

3. General care. UA with C&S to rule out infectious etiology of behavioral change.

CPT 99338
Linda Lucio, M.D.
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