


PROGRESS NOTE
RE: Margaret Freeman
DOB: 06/30/1929
DOS: 08/31/2022
Rivendell AL
CC: Family request medication change.
HPI: A 93-year-old in recliner. Today present were her son Bernie and his wife. They are not the son and DIL who were with patient on admission. I did run into one just mentioned when he was coming into the facility regarding the patients O2, I guess he will be handling the pickup and delivery to her to make sure that she has adequate supply. He then went on wanting to have her Klonopin decreased from three times a day to twice a day. She is not on Klonopin and then he said the Norco. Anyway, I told him I would address it. But with the other family members, they did stress that they thought maybe she was little more confused because of the medication and that at bedtime she has been doing unusual things like just sitting on the edge of her bed when staff enter and then she cannot tell them why she is up or how she feels. The patient relates how last week she did an art project. She points to a wooden butterfly on a plaque that she made it was actually quite pretty. She said her arms hurt so bad all night that she was awake and tried to get herself up could not urinate on the edge of the bed until staff actually did come in and check on her. In her speech etc. her cognition appeared to be declining and it was more evident to the son and DIL I think then they had seen in sometime, but they acknowledge understanding that it was progressive and that it had gotten worse.
DIAGNOSES: Idiopathic pulmonary fibrosis on 02/NC, major depressive disorder, essential HTN, GERD, esophagitis, generalized anxiety disorder, chronic pain management, hypoproteinemia, and cognitive impairment.
ALLERGIES: NKDA.
DIET: Regular with Ensure b.i.d.
CODE STATUS: The patient has advanced directive a DNR form will be completed today. 
Margaret Freeman

Page 2

PHYSICAL EXAMINATION:
GENERAL: The patient is well-groomed reclined in her room with son Bernie and DIL Kathie present.
VITAL SIGNS: blood pressure 108/65. Pulse 98. Temperature 97.2. Respiratory rate 20. Oxygen saturation 99%.
CARDIOVASCULAR: She has no regular rhythm without MRG. PMI nondisplaced.

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

MUSCULOSKELETAL: She can reposition in chair. She needs to standby assist to stand and then can use her walker in apartment safest if she has standby assist. She has a trace edema of ankle and distal pretibial area.
NEUROLOGIC: She is alert and verbal, but it’s confusing as to at times when she is trying to communicate. She does acknowledge pain and that she has had pain that is awakened her in the middle of the night.
ASSESSMENT & PLAN: 
1. Pain management. I am changing Norco 5/325 mg to AM to PM and h.s., She will also have one tab b.i.d. p.r.n. available and that was reinforced with her that if she wakes up in the middle of the night or during the day has inadequate pain coverage can ask for an additional pain med. We will see how she does and I did stress with family that this confusion they state they have seen and attributing to the Norco if that does not change then it is more progression of cognitive impairment than it is the medication.
2. Dementia. Given her diagnoses would state that it’s vascular in nature. We will have the DON doing MMSC.
3. Social. Spoke at length with family.
CPT 99338 and direct prolong contact with POA and then with family a total of 40 minutes and advance care planning 83.17.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

