


PROGRESS NOTE

RE: Charlene Reynolds

DOB: 10/25/1927
DOS: 12/20/2022
HarborChase AL

CC: Generalized weakness.

HPI: A 95-year-old seen in room. She was quite sweet. She got up from where she was sitting, came across to me and she said “I met you before, do you remember” and looking back at notes, I did her H&P on 12/09/2021 and saw her about four times thereafter in a short period of time, but she then returned to her outside PCP. Today, she was very pleasant and kind, she kept hugging me and touching and patting my knee. I would ask her questions, but she would give me information about something else and she stated that she just was not sleeping very good that she would go to bed and end up waking up at 2:00 in the morning and just lie there. She brings up her husband several times and appears to choke back tears. She was kind of emotionally up and down throughout the visit, but also very affectionate. Staff report that she comes out for meals. When I asked her about activity, she said now that she would come out for some, but she was not going to anymore and it was because her knees really bothered her when she would have to go from a sit to stand position. She was able to state that once she is up that she just walks all around the facility and in fact she does. I suggested a course of physical therapy, but I am not really sure that she understood what I meant. Her last fall with injury was 07/23/2022, when she hurt her wrist; fortunately, there was no fracture or dislocation.

DIAGNOSES: Cognitive impairment moderate, progression of bilateral knee OA, sleep disturbance, HTN, GERD, HLD and CKD III.

MEDICATIONS: Depakote 125 mg q.d., MiraLAX q.d., MVI q.d., and melatonin 5 mg q.d. will be increased to 10 mg h.s.

ALLERGIES: CODEINE, ALLEGRA, and CHOCOLATE.
DIET: Regular.

CODE STATUS: Full code.
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PHYSICAL EXAMINATION:

GENERAL: The patient is interactive and clearly recognized me or remembered me.

VITAL SIGNS: Blood pressure 128/75, pulse 77, temperature 98.0, respirations 18, and O2 sat 94%.

HEENT: She has short gray hair pulled back, but it is combed. Her conjunctivae are clear. She has slightly dry oral mucosa.

NECK: Supple.

CARDIAC: An irregular rhythm without MRG. PMI nondisplaced.

RESPIRATORY: It took some instruction, but she finally got deep inspiration down and quit talking, so lung fields were clear with symmetric excursion. No cough.

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

MUSCULOSKELETAL: She did require assist to stand and then was ambulatory without any difficulty and denied knee pain and she did have trace edema distal.

NEURO: Orientation x1-2. Speech is clear, she goes from topic to topic and today was perseverating on her husband who when I asked where he was, she said rest haven and her former physician who has her records that I can obtain. She was directable and able to voice her needs.

ASSESSMENT & PLAN:
1. Sleep disturbance. We will increase melatonin to 10 mg h.s.

2. Progression of bilateral knee OA. She does not complain of pain, but rather that she is not able to weight bear to go from sit to stand on her own, but it is fine once she is up and she is able to walk. Focus On Function for PT and OT initial assessment and we will go from there.

3. Generalized weakness. I do not have any weight comparisons and she has not had any lab work since 12/2021 and those are ordered. Last, I left a voice mail for her son/POA Randy Reynolds regarding my visit with the patient.

CPT 99338
Linda Lucio, M.D.
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