


PROGRESS NOTE

RE: Pauline Johnson
DOB: 08/22/1924
DOS: 10/12/2022
Rivendell MC
CC: 90-day note.
HPI: A 98-year-old who was moved back to Magnolia from the third level care unit as she gets around independently in her wheelchair, feeds herself, can voice her needs and she appears to be happy to be back in her old unit. She was napping after lunch, which she does routinely, I was able to examine her without care assistance, but she gave no verbal input. The only comment she made was when I did her cardiac exam and she stated that she did not have a heart. This was the comment that she had made in the past when I would examine her CV function.

DIAGNOSES: Senile dementia advanced, gait instability in wheelchair, HTN, and sleep disorder.

MEDICATIONS: Diltiazem ________ mg b.i.d., Namenda 10 mg b.i.d., Remeron 15 mg h.s., and Tylenol 650 mg b.i.d.

ALLERGIES: NKDA.

DIET: Regular with Ensure t.i.d. a.c.

CODE STATUS: DNR.

HOSPICE: She is Good Shepherd Hospice.

PHYSICAL EXAMINATION:

GENERAL: The patient was resting, she was aware of what was going on and made appropriate comment for her sense of humor and was cooperative to direction.
VITAL SIGNS: Blood pressure 126/80, pulse 73, temperature 96.5, respirations 20, and O2 sat 95%.
CARDIAC: Regular rate and rhythm without MRG. PMI nondisplaced.

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

RESPIRATORY: Anterolateral lung fields clear. No cough. Symmetric excursion.

NEURO: Cooperative. Sense of humor. Speech clear when she spoke.

MUSCULOSKELETAL: No LEE. She is weight-bearing, a one-person transfer assist. She ambulates with the use of a walker and has had no falls.
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ASSESSMENT & PLAN: 90-day note. The patient is stable and doing well. No change in medications or supplement i.e. Ensure. Her last labs were in March and WNL, so no need to recheck.

CPT 99338
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

