


PROGRESS NOTE
RE: Mary Jane Cook
DOB: 04/27/1936
DOS: 10/17/2022
Rivermont MC
CC: Quarterly note.
HPI: An 86-year-old who was initially testy about being seen. She made sure she wanted it to be brief, did not know exactly what it was I wanted to see her for and explained everything to her that she had also met me before. On 09/22/2022, I was contacted regarding hypotension and gave orders for b.i.d. BP check along with pulse rate and parameters for dosing her medication given, which continue to be followed and she has had fluids pushed. She apparently is receiving her blood pressure medication routinely and no further hypotension.
DIAGNOSES: Frontotemporal dementia diagnosed in 07/2020, history of TIAs, thyroid disease, Barrett’s esophagus, chronic insomnia, gait instability, depression, osteoporosis and status post left hip fracture with ORIF.
MEDICATIONS: ASA 81 mg q.d., Lipitor 20 mg h.s., calcium 600 mg b.i.d., Aricept 10 mg h.s., Eliquis 2.5 mg b.i.d., Lexapro 5 mg q.d., Pepcid 40 mg h.s., Flonase q.d., gabapentin 200 mg h.s., levothyroxine 100 mcg q.d., Zestoretic 10/12.5 mg q.d., Claritin 10 mg q.d., Namenda 5 mg b.i.d., Omega-3 q.d., omeprazole 40 mg q.d., propranolol ER 60 mg q.d., D3 2000 IU q.d., B12 1000 mcg q.d. and vitamin C 1000 mg q.d.
ALLERGIES: BARIUM.
CODE STATUS: DNR.
DIET: NCS with thin liquids.
PHYSICAL EXAMINATION:
GENERAL: Thin elderly female seated in the hallway talking with another resident.
VITAL SIGNS: Blood pressure 110/67, pulse 64, temperature 97.3, respirations 18, and weight 135 pounds.
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CARDIAC: She has regular rate and rhythm without M, R or G.

RESPIRATORY: She had a normal effort and rate. Lung fields clear. No cough. Symmetric excursion.

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

NEUROLOGIC: She makes eye contact. Her voice is firm and audible. The content is clear. She is making it known that she wants to know why she is being seen and what is going on and that was explained with her then being cooperative to exam.
MUSCULOSKELETAL: Good muscle mass and motor strength. She ambulates with her walker. Trace LEE at the ankle and distal pretibial area.

SKIN: Warm, dry and intact.
ASSESSMENT & PLAN:
1. FTD stable, behavioral issues are minimal. She just wants things explained to her before she will cooperate, interactions with other residents, she tends to avoid those who are disruptive and will let staff know about their destructiveness.
2. HTN. Since parameters for when the dose of the medications were given, there have been no further instances of hypotension. If it recurs then will consider the need for Zestoretic.
3. Social. Spoke with the patient’s daughter/POA Danna Hobbs. She was concerned about the edema and has not seen her mother in a couple of months so told her about the diuretic torsemide being added and the improvement that is seen.
4. As to behavioral issues, the family had requested that the patient be taken off Toradol, all which was ordered at her last visit due to behavioral issues. Those appear stabilized and have minimized with time.
CPT 99338 and direct POA contact 10 minutes.

Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

