


PROGRESS NOTE

RE: Caroline Perdue
DOB: 02/18/1942
DOS: 06/08/2022
Rivendell, MC
CC: Readmit note.

HPI: An 80-year-old who was seen in her room. She has just returned from hospitalization followed by skilled care. On 05/01/22, the patient admitted to IBMC for altered mental status. She had an O2 sat of 80% in the ED. CT of her head showed no acute findings. CXR showed a subtle bibasilar infiltrate. WBC count was 13.5. UA unremarkable except for trace ketones. Serial CXRs were followed that confirmed aspiration pneumonia. She was started on Levaquin and Rocephin and completed one week’s worth of therapy. She also had a small left pleural effusion. MRI showed severe microvascular disease and pansinusitis which prompted a continuation of both Levaquin and Rocephin. The patient had p.r.n. O2 at 2 L per NC and was weaned prior to SNF transfer. The patient reportedly slept good during her stay. Her p.o. intake improved. The longer she was hospitalized and her WBC count was 8.2 with an H&H WNL at 12.8 and 36.0 with normal indices. Discharge CMP also WNL. Today, she is seen in her room. She was laying on her right side, well groomed and stated that she was just tired. When I asked if she had eaten, she said that she had a pancake for breakfast. The patient is not able to give information based on her baseline cognition and fatigue.
DIAGNOSES: Dementia unspecified advanced status post treatment for left side aspiration pneumonia with small pleural effusion. CXRs improved by hospital discharge on 05/09/22, antibiotics continued till to discharge. Parkinson’s disease, osteoporosis, history of delusions, pain management, and insomnia.

MEDICATIONS: Tylenol 650 mg t.i.d., Sinemet 25/100 two tablets q.i.d., Haldol 1 mg h.s., Eye-Vite q.d., melatonin 9 mg h.s., Paxil 10 mg q.d., PEG SOLN q.d. and Refresh Tears OU b.i.d.
ALLERGIES: NKDA.

CODE STATUS: DNR.
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DIET: Regular mechanical soft with chopped or ground meat and Boost one can q.d.
PHYSICAL EXAMINATION:
GENERAL: The patient well groomed, resting, but awakened and made eye contact.

VITAL SIGNS: Blood pressure 161/101, pulse 80, temperature 98.9, respirations 18, and O2 sat 92%.
NEURO: Orientation x1 to 2, soft volume speech, a few words at a time. She was able to answer basic questions with one to two-word answers. Denied pain.

RESPIRATORY: She had a normal effort. Lung fields were clear to bases to include a slightly decreased left basilar breath sound, but no wheezing, rales, or rhonchi noted.

CARDIAC: Regular rate and rhythm without M, R, or G.

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

MUSCULOSKELETAL: She repositions in bed. No lower extremity edema. She was moving arms in a normal range of motion.

SKIN: Warm, dry and intact with fair turgor.

ASSESSMENT & PLAN: Readmit note. The patient treated eight days for aspiration pneumonia left side with small pleural effusion and questionable right side opacities. She was able to be weaned from O2 without difficulty, now on room air. We will monitor her gait. She has had approximately three weeks at skilled care. Any other changes that are needed will be addressed next week.

CPT 99338
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
