


PROGRESS NOTE

RE: Virginia Robertson
DOB: 02/16/1936
DOS: 12/29/2022
Town Village, AL
CC: Assume care.

HPI: An 86-year-old seen in room. It was about 5 o’clock and she was in pajamas and had been in bed all day. Staff reports that the patient stays in her room, rarely comes out and is in bed most of the time. She is humorous, but in an odd way and engaging. She has clear memory deficits, but makes light of it. She was able to give more information than she lets on. She has a history of dementia which has showed slow, but stay progression. The patient was followed by Dr. Thompson and I have been asked to assume her care.
DIAGNOSES: Cognitive impairment unspecified, lower extremity edema, HLD, HTN, PVD, and obesity. The patient acknowledges needing assistance and being taken care of getting her medications though she states that her goal is to get out of here. She is compliant with care and can voice her needs.

SOCIAL HISTORY: The patient is a widow. She showed me a picture of her and her husband she cannot tell me how long ago he passed, but he was an engineering physicist with Boeing. She has one son Owen who lives in Atlanta. He is her POA and the patient was a secretary, non-smoker, occasional social drinker.

PAST SURGICAL HISTORY: Bilateral knee replacement.

MEDICATIONS: Tylenol 1000 mg b.i.d., Os-Cal q.d., Aricept 10 mg h.s., glucosamine q.d., HCTZ 25 mg q.d., Namenda 10 mg b.i.d., rosuvastatin 10 mg q.d., and Lovaza 1 g q.d.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: Full code.
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REVIEW OF SYSTEMS:

CONSTITUTIONAL: The patient states that her weight has been stable, but she has probably gained a few pounds, can be any more specific.

HEENT: She has reading glasses. Native dentition. She does not require hearing aids.

RESPIRATORY: No cough or SOB.

CARDIAC: Well controlled BP. No chest pain or palpitations.

MUSCULOSKELETAL: Ambulates/denies any weakness.

GI: Continent of bowel and good appetite.

GU: Continent of urine.

PHYSICAL EXAMINATION:

GENERAL: The patient lying diagonally across bed in pajamas was awake and cooperative though she does have kind of sarcastic sense of humor.

VITAL SIGNS: Blood pressure 124/68, pulse 73, temperature 98.1, respirations 18, and O2 sat 99%.

HEENT: She has full thickness hair. Conjunctivae are clear. Nares patent. Native dentition in good repair.

NECK: Supple. 

RESPIRATORY: Normal effort and rate. Clear lung fields. No cough.

CARDIOVASCULAR: Regular rate and rhythm. No MRG. PMI nondisplaced.

ABDOMEN: Protuberant and nontender. Bowel sounds present.

MUSCULOSKELETAL: Intact radial pulses. She repositions in bed. She has a walker that she uses by her report, but she often does get out of bed and walk over to the walker, but uses it around the room. 
NEURO: Alert and oriented x2. She has to reference for date and time. She uses sarcasm as compensation for memory deficits.

SKIN: Warm and dry. There is dryness and flaking of both legs and when I asked when she last had a shower, she did not respond.

ASSESSMENT & PLAN:
1. Dementia etiology unclear. At my next visit, I will administer an MMSC. She will remain on Aricept and Namenda for now.

2. HTN. BPs by review have been WNL and I am going to schedule that they be monitored Monday, Wednesday, and Friday.

3. General care. Last labs were over a year and a half ago. So CMP, CBC, TSH and FLP ordered. I did encourage her to start getting and coming out of the room to get some activity and I told her that she would be weighed prior to my next visit. She just did not have any comment. 
CPT 99338
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
