


PROGRESS NOTE

RE: Wanda Fillmore
DOB: 03/07/1934
DOS: 08/03/2022
Rivendell, AL
CC: Depression and anxiety.
HPI: An 88-year-old in bed. When seen, she is tending to go to bed earlier than previously, but she was awake and interactive. I brought up the reason I was seeing her. Initially, she denied having any depression, but then focused in on the anxiety stating that just normal things seem to just get her worried and anxious. The patient has several significant medical issues that are managed. She is more functional than she gives herself credit for and tends to become easily upset about things that do not happen as quick as she wants them to or the way she wants them done just difficult to please. Review of her medications, she is not on an antidepressant so initiation is reasonable. Order given to restart Select Home Health a week ago and evaluation is to take place this week as well as order for PT and OT at the patient’s request. She tells me no one has seen as of yet and then later tells me that there are people who would come to talk to her and that she was nasty with them, but does not know who they were and why they were seeing her. The patient has DM-II. She is due for an A1c and she brought up to me that. I was a little behind on ordering it.
DIAGNOSES: Depression/anxiety, gait instability with falls, DM-II, left-sided hemiparesis, post-CVA, peripheral neuropathy, dysphagia, GERD, insomnia, and HLD.

MEDICATIONS: Unchanged from 08/01/22 MAR.

ALLERGIES: PCN, sulfa, amitriptyline, and hydrocodone.

CODE STATUS: DNR.

DIET: NCS mechanical soft with nectar thick liquid.
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PHYSICAL EXAMINATION:
GENERAL: The patient resting comfortably, tends to focus on the negative and complain.

VITAL SIGNS: Blood pressure 150/82, pulse 70, temperature 97.0, respirations 18, and O2 sat 98%.
MUSCULOSKELETAL: She is able to stand with and walk with a walker and transfers without difficulty. Trace LEE at the ankle and distal pretibial area. Moves arms in a normal range of motion.

NEURO: She is alert and oriented x2 to 3. She makes eye contact. Speech is clear. She repeats herself.

SKIN: Warm, dry and intact. She does have bruising bilateral forearms from a previous fall.

ASSESSMENT & PLAN:
1. Depression/anxiety. Zoloft 25 mg q.d. x2 weeks and increase to 50 mg q.d. This SSRI will target both concerns.

2. Weakness. The patient is concerned with losing strides that had been gained with therapy so I have requested PT through Select who will evaluate her this week.
3. General care. Encouraged the patient to start spending more time out of bed even if it is just sitting in a bedside chair or in her living room, reading or watching television which she has done on the occasional occasion.
CPT 99338
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
