


PROGRESS NOTE

RE: Mary Lewis
DOB: 06/12/1929
DOS: 07/08/2022

HarborChase AL
CC: Multiple issues.
HPI: A 93-year-old seen in room, an agency hired bath aide was present and getting ready to help the patient with personal care. The patient was still close, so I talked to her. She was standing upright the whole time, even though I offered for her to sit down, she wanted to stand. I made her aware that her daughter had several issues that she wanted addressed. The patient was quiet while I stated some of them to her. She seemed confused and she would intermittently start talking about something unrelated to what I was reading that her daughter was concerned about. It was clear the patient had increased confusion. She did not seem in physical pain or distress. I spoke to the bath aide separately and I asked her if she was familiar with the patient, and if so, had she been acting like this on previous visits as I have not seen her in several weeks. She stated that she was relatively new to her, but that she has been that confused each time that she has seen the last few visits. The patient is now followed by Harmony Home Health and I have not been contacted with them since admission to their service on 05/26/2022. I also left a VM with the patient’s daughter Diane Lewis who is the author of the sheet with concerns.
DIAGNOSES: Cognitive impairment progressed, gait instability, HTN, polyarthritis with pain affecting gait, GERD, HLD, and hypothyroid.
MEDICATIONS: Lasix 20 mg q.d., atenolol 75 mg q.d., Norvasc 10 mg q.d., MiraLAX q.d., Lipitor 40 mg h.s., levothyroxine 75 mcg q.d., Claritin 10 mg q.d., and docusate q.12h. p.r.n.
ALLERGIES: TETRACYCLINE and AMPICILLIN.
DIET: Regular.
CODE STATUS: Has advance directive. No DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient was alert, but confused, stood while I was speaking with her.

VITAL SIGNS: Blood pressure 141/69, pulse 68, temperature 98.1, respirations 18, and weight 120.2 pounds.
HEENT: Conjunctivae are clear. She looks about, makes eye contact and moist oral mucosa.
RESPIRATORY: Her lung fields were clear with symmetric excursion. No cough.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.
MUSCULOSKELETAL: Good muscle mass and motor strength to be able to stand for the time. However, she has an unsteady gait and requires someone to hold her arm walking back to the bathroom. No lower extremity edema.

NEUROLOGIC: Orientation x 1-2. She spoke just a few words at a time. Speech was clear, but content was out of context. She did not appear distressed or in pain.
ASSESSMENT & PLAN:
1. Cognitive impairment appears to have progressed. We will have an MMSE administered this coming week. I will also get UA just to rule out UTI.
2. Polyarthritis with pain. She appeared comfortable today. She does not have even Tylenol, so to save difficulties I will speak with her daughter prior to initiation of any p.r.n. pain medication.

3. Code status. I will again re-discuss with the patient’s daughter. I did previously and there has been no attention paid to it since.
4. General care. CMP, CBC and TSH ordered.
CPT 99338
Linda Lucio, M.D.
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