


PROGRESS NOTE

RE: Judith Schneider

DOB: 07/27/1942

DOS: 07/13/2022

Rivendell AL

CC: Quarterly note.

HPI: The patient is a 79-year-old seen in room today. She was pleasant and interactive and I had explained to her why I was seeing her. The patient then begins telling me about her family and it is the same stories that she told me the last time I saw her starting with moving here because her daughter was here, her granddaughters and the things they do together. Her daughter will be picking her up at 8:30 tomorrow morning to take her for breakfast and she was very excited about that. Before I left, I also asked the patient if she needed someone to help her get ready for meeting her daughter and assisting her with showering. She stated that she would take care of that. The patient’s hair was matted and clear body odor and just overall evidence just how she appeared and smelled that she has not had any routine personal care. She is not followed by any HH and it is really not likely that she has any skilled nursing care need. The patient has had no falls or acute medical events since last seen. She comes out for meals. Otherwise she stays in her room with the door locked. Family does come to visit her occasionally during the week and will take her out for lunch or to go to Walmart, etc. She enjoys that. She denies any sleep disturbance or constipation. She does have pain on her left hand. The third, fourth and fifth fingers she states are stiff and sometimes she has to manually straighten them out. She does not have any topical analgesics and does take Tylenol and is not certain if it works when she takes it. It was more notable that she has had a progression of her memory deficits.

DIAGNOSES: Dementia unspecified with progression, HTN, GERD, and HLD.

MEDICATIONS: Tylenol 650 mg ER b.i.d., ASA 81 mg q.d., Lipitor 80 mg h.s., divalproex 125 mg b.i.d., Eliquis 5 mg b.i.d., Zetia 10 mg q.d., hydralazine 50 mg t.i.d., losartan 100 mg q.d., Toprol 12.5 mg q.d., omeprazole 40 mg q.d., KCl 10 mEq q.d., Systane eye gel OU q.d., and D3 1000 units q.d.

DIET: Regular.
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CODE STATUS: Full code.

ALLERGIES: NKDA.

PHYSICAL EXAMINATION:

GENERAL: Unkempt patient with body odor about her.

VITAL SIGNS: Blood pressure 122/93, pulse 76, temperature 98.0, respirations 18, and weight 180.8 pounds, a weight loss of 3.6 pounds and BMI of 31.

HEENT: Her hair is short, but it was matted. Conjunctivae clear. Corrective lenses in place. Moist oral mucosa. Neck supple.

CARDIOVASCULAR: Regular rate and rhythm without M/R/G.

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

ABDOMEN: Obese and nontender. Bowel sounds present.

MUSCULOSKELETAL: She ambulates with her walker. She is steady ad upright. Moves limbs in normal range of motion. Digits on her left hand 3, 4 and 5 there is edema. No redness or warmth. She does not have full flexion, but positive full extension. There is no cording of the palm. She has trace ankle edema.

NEUROLOGIC: Orientation x 2. She can reference for date and time. Her speech is clear. She repeats the same stories. Affect is congruent with what she is saying. It is clear that talking about her family makes her happy. She is able to give limited information.

ASSESSMENT & PLAN:
1. Poor personal care. I am talking to staff about making sure that she does bathe at least twice a week.

2. BPSD that has definitely decreased with the Depakote. There is no aggression. There may be some care resistance we see once the showering issue is approached.

3. HTN, adequately controlled on current medications. No change.

4. Lower extremity edema. We will give her a three-day course of 40 mg of Lasix and then do 20 mg maintenance dose thereafter.
5. Code Status: We will contact daughter Michelle who is POA in next couple of weeks.
CPT 99338

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

