


PROGRESS NOTE

RE: Nancy Miller
DOB: 02/22/1933
DOS: 08/03/2022
Rivendell, AL
CC: Quarterly note.

HPI: An 89-year-old seen in room. She was seated in her wheelchair and had spread out some embroidery that she was doing for Christmas gifts. The patient was pleasant and cooperative and allowed physical exam. On entering the room, it was clear that there was a smell of urine that was permeating the room. This was new from the last time that I saw her and I did not bring it up until the end of our visit and I asked her if she was having any difficulties with controlling her bladder, she denied that and when I asked if she was having any discomfort with urination, she denied that and I told her that I was able to smell urine in her room that it was something that was an ongoing thing and not uncommon for people in her age group especially women to have difficulty controlling their bladder and she said she did not have that as a problem and made it clear that she wanted the conversation to end and I told her that maybe we needed to check her urine and she said I do not have an infection. But again this is a change that I have not noticed previously. Overall, the patient has not had any falls. She has a right second toe ulceration that continues to receive wound care and by her report is near healed. The patient states that she does come out to the dining room for meals and occasional activities. I asked her about the exercise activities and she stated she did not know about them, but would go to them if she did so I told her I write an order for her to be alerted when that was done.
DIAGNOSES: Alzheimer’s disease progression as indicated by new onset, urinary incontinence, HTN, bilateral OA of knees right greater than left, and right second toe hammertoe with ulceration.

MEDICATIONS: Tylenol 1000 mg b.i.d., asa 81 mg q.d., calcium 600 mg q.d., Cymbalta 30 mg q.d., Pepcid 20 mg q.d., IBU 400 mg b.i.d. a.c., MVI q.d., and D3 1000 units q.d.
ALLERGIES: NKDA.
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CODE STATUS: Full code.

DIET: Regular.

PHYSICAL EXAMINATION:
GENERAL: The patient is alert. She is seated in her wheelchair. She appears comfortable, but always a little bit guarded at initial contact.

VITAL SIGNS: Blood pressure 95/66, pulse 72, temperature 97.5, respirations 18, and O2 sat 96%.
RESPIRATORY: Normal effort and rate. Clear lung fields with symmetric excursion and no cough.

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

MUSCULOSKELETAL: Good neck and truncal stability in her wheelchair. Self transfers. No LEE. Normal range of motion of arms and lower extremities. She is non-weightbearing on her left foot secondary to postop ankle deformity.

NEURO: Makes eye contact. She was pleasant until the issue of urination brought up and became defensive. Oriented x2 to 3 and is able to articulate her point.

SKIN: Warm, dry and intact with the exception of her right second hammertoe. There is an area of ulceration that remains. The skin is healing nicely. There is no redness or warmth. There is no slough or drainage. There is dried blood at the base noted, but it is covered. There is a tape placed around it that is protective.

ASSESSMENT & PLAN:
1. Urinary incontinence. This appears to be significant. Her room has an established scent of urine. UA with C&S to rule out UTI as possible factor, otherwise we are just dealing with straight urinary incontinence which would warrant a try at medication for control.
2. Right second toe ulceration. Continue with current wound care as it has been effective.
3. Alzheimer’s dementia progression evidenced by incontinence and inability to look at what is going on objectively.
CPT 99338
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
