


PROGRESS NOTE

RE: Edna Phillips
DOB: 02/01/1926
DOS: 12/21/2022
Rivendell, AL
CC: Request home health change and constipation.
HPI: A 96-year-old seated in her recliner. Her daughter Gayla was present. Reviewed the patient wants to have it new home health company. Daughter states she wants it as well. She has tried to make contact with Life Spring, not gotten through, not had returned calls either to the company or the nurse who follows her mother. I asked to her mother. She is currently constipated. The patient has Metamucil in her room that she is supposed to give herself, but apparently has not been doing that per daughter. This evening, she was given prune juice. She has already had Metamucil and something that her daughter brought in for the patient called calm. Into the visit, the patient points out that there is a little cup with several pills in it that are from today and she does not know what they are. I could not tell her what they were, but was free speak to med aide. The patient reports no BM in five days. Daughter has Metamucil that she has brought for the patient that she supposed to take every day. The patient forgets, etc. Family is not to bring OTC medications to rooms especially given the patient’s cognitive impairment. Daughter wanted to review her medications and see what could be discontinued. The patient tells she is waken up at 5 in the morning to get ready for the day that is not a pattern that is done for any patient likely the patient getting confused about something, but regardless I told them that that would be addressed. The patient has melatonin as well as trazodone that she takes at h.s. and states she sleeps through the night.
DIAGNOSES: Cognitive impairment with progression, iron deficiency anemia, constipation, and DM-II.

MEDICATIONS: Tylenol 500 mg a.m., 2 p.m. h.s., Norco 7.5/325 mg one-half tablet t.i.d., Ibu will be changed to 600 mg q.a.m., icy hot to left distal clavicle and shoulder, melatonin 10 mg h.s., trazodone 50 mg h.s., Senna h.s., PEG powder q.d., Protonix q.d. and Actos will be decreased to 7.5 mg four times weekly.

ALLERGIES: PCN, BACTRIM and CIPRO.
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CODE STATUS: DNR.

DIET: Regular.

PHYSICAL EXAMINATION:
GENERAL: Elderly female seated quietly, attentive and interactive.
VITAL SIGNS: Blood pressure 136/84, pulse 96, temperature 98.5, respirations 18, and O2 sat 97%.
RESPIRATORY: Lung fields are clear with a normal effort.

ABDOMEN: Soft. Hyperactive bowel sounds. Mild distention without tenderness.

MUSCULOSKELETAL: Generalized sarcopenia. Trace LEE, but no redness and left great toe now where there is an ingrown toenail there is no longer any edema or redness.
NEURO: Orientation x2. Speech is clear. She states a few words here and there. Clear memory deficits and unclear how much she understands of interaction going on around her. She does have some mild hearing deficits.

ASSESSMENT & PLAN:
1. Request to change Home Health. Select will evaluate and follow the patient and they will see her sometime within the next week.
2. DM-II. A1c is 5.9, on Actos 30 mg q.d. We will change to 7.5 mg q.d. of Actos four days weekly and then the appropriate quarterly A1c to assess need.
3. Medication review. Discontinued several nonessential medications at this point in her life. Daughter was in agreement for those changes.

4. General care. We will have DON going to the patient’s room removing OTC medications and she will receive all medications from Medicaid. I did leave an order also that medication is to be given to the patient and they are to stay until she takes it; otherwise they are to take it back with them. All of the above was done with daughter present and in agreement 
CPT 99338 and direct POA contract 20 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
