


PROGRESS NOTE

RE: Evelyn Wise
DOB: 08/09/1925
DOS: 12/01/2022
HarborChase, AL
CC: Decline.

HPI: A 97-year-old who had alprazolam increased on 11/01/22 to 0.5 mg due to not sleeping well. The problem was fixed and daughter thinks that the medication needs to be decreased because she is sleeping more during the day. She has been on the same medication for a month and the issue of increased sleep is just recent. The patient is pleasant when she is awake. She has had decreased p.o. intake of food and fluid and difficulty swallowing her medications. Daughter and I have had frank talks previously and when she asked what was going on with her, I told her that it was a matter of her age and dementia progression and that we can make some medication changes, but there are some things that would not change. So, we will let her eat and drink what she will eat and drink. She can be encouraged that perhaps including protein drinks into her diet maybe a better way of maintaining her nutrition. I told her I would also look at medications and look to leave her on only essential medications. She is in agreement with that. Hospice had been brought up by staff. She was taken back by that and it was brought up today and I told her that I thought it was an appropriate time as it is clear that she has had a decline that is natural at some point and it would be of benefit to have services earlier than later. She is not quite ready for that. She told me she needed to talk to her husband and then later this evening approached me and would like to have a hospice come out, so she can talk to them. She still has not made a decision. She states she is not committing to anyone wants to interview them. The patient did awaken as I was standing there and she recognized me and talked and knew that she had been sleeping. She denied feeling poorly or having pain. 
DIAGNOSES: Dementia moderately advanced, HOH, macular degeneration, HTN, seasonal allergies, and insomnia.

MEDICATIONS: Xanax we will leave it at 0.5 mg h.s., Tylenol 650 mg q.8h., Norvasc 5 mg q.d., Coreg 3.125 mg b.i.d., lisinopril 20 mg q.d., omeprazole 20 mg b.i.d., and MiraLax q.d.
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ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: No DNR.
PHYSICAL EXAMINATION:

GENERAL: Elderly female resting comfortably, awakened and was cooperative.

VITAL SIGNS: Blood pressure 125/67, pulse 63, temperature 97.3, respirations 16, and weight 134.2 pounds.

RESPIRATORY: Normal effort and rate. Lung fields clear without cough. Symmetric excursion.

CARDIAC: Regular rate and rhythm. No MRG.

MUSCULOSKELETAL: She is a transfer assist. She is able to weight bear for pivot in a wheelchair that she can propel short distance. Otherwise, she is transported. No LEE.

NEURO: Orientation x2. She is soft-spoken. She states a few words at a time, generally brief answer to basic questions. Clear short-term memory deficits. Affect appropriate to situation.

ASSESSMENT & PLAN: 
1. Dementia with progression. Legacy hospice order to visit with family regarding questions for hospice and family will make decision. 
2. Pill dysphagia. Crush order for medications were appropriate and I have discontinued five medications leaving her with essential medications.
3. Increased daytime sleepiness. She was getting both trazadone and alprazolam. We will change trazodone to p.r.n.
CPT 99338 and direct POA contact 20 minutes and advance care planning 83.17

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