


PROGRESS NOTE

RE: JoAnn Sexton
DOB: 01/08/1942
DOS: 06/15/2022

Rivendell MC

CC: 90 day followup.

HPI: An 80-year-old sitting on a couch with her husband though they were not in direct physical contact. She was well groomed, alert, and pleasant. Her husband has had a notable decline, as he sat there with his head somewhat stooped and did not interrupt the conversation. The patient stated that she felt good and she likes to get out and walk and has been doing that around the unit. Staff reports that she comes out for meals, is cooperative with care and seems less dependent on her husband. She has had no falls or acute medical events in this 90 days.

DIAGNOSES: Alzheimer’s disease moderate, mild hemiplegia left dominant side post CVA, seizure disorder, HLD, osteoporosis, depression, and dysphagia post CVA.

ALLERGIES: PCN.
MEDICATIONS: Norvasc 5 mg h.s., Oscal q.d., Sinemet 25/100 one tab q.12h., cranberry cap q.d., Cymbalta 30 mg q.12h., Keppra 250 mg b.i.d., melatonin 3 mg h.s., olanzapine 5 mg q.12h., Senna plus q.12h., and MVI q.d.
DIET: NAS with ground meat.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: Well-developed and nourished female who was well groomed and interactive when seen.
VITAL SIGNS: Blood pressure 128/85, pulse 91, temperature 98.5, respirations 16, O2 sat 97%, and weight 166.8 pounds.
HEENT: Conjunctivae clear with corrective lenses in place. She wears her wig as always actually she does not take it off.

NECK: Supple and she has dentures that per daughter she reportedly does not take out for cleaning and she does not want her husband to see her without that.

CARDIAC: Regular rate and rhythm. No MRG. PMI nondisplaced.

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

MUSCULOSKELETAL: Good muscle mass and motor strength. Intact radial pulses. No lower extremity edema. Observed her shortly thereafter ambulating around the unit pushing her husband in his wheelchair and she seemed steady and upright.

NEURO: Makes eye contact, she is soft-spoken, gives few word answers to basic questions, and she did not defer to her husband or look to him when answering questions, which she previously did.

ASSESSMENT & PLAN:

1. Quarterly note. The patient has had no acute medical events or falls in this time period. She is cooperative with care but does take a little bit of prompting for showering, but she will let staff assist her and does follow through with showering.
2. Hypernatremia. Recent CMP shows sodium of 5.2 review of medications rule out those that would cause hypernatremia to include diuretics. Will encourage increased fluid intake and do a followup check in two to four weeks.
3. Polycythemia. H&H are 16.4 and 50.6. No history of the polycythemia will check with daughter, at this time the elevations are mild and may improve again with increased fluid intake, for now will simply follow.
4. Screen TSH. She is WNL at 1.42.
CPT 99338
Linda Lucio, M.D.
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