


PROGRESS NOTE

RE: Beverly Clark
DOB: 08/20/1938
DOS: 02/16/2023
HarborChase, AL
CC: ER followup and increased confusion.

HPI: An 84-year-old seen in room at her request. She was in her night clothing. Husband was present in his room, but stood in the doorway throughout my time spent with the patient. She wanted to be seen because she knows that there is something happening as she explains it. We reviewed the fall that she had yesterday resulting in the ER visit as she hit the back of her head. Initially taken to Mercy and then sent to OHH as she is followed by cardiology there and on anticoagulant. Imaging ruled out any acute CNS events. Labs WNL and return to facility was no new orders. She was taken to the ER by POA, Bill Putnam. I did speak with Mr. Putnam regarding the ER visit. He noted increased forgetfulness, speech difficulty and in speaking with him today he is aware that there is a change cognitively and his concern is how it will affect her husband. The patient was quite verbal repeating herself and explaining how she is dependent on her husband for direction and keeping her grounded.

DIAGNOSES: Unspecified dementia with progression, HTN, atrial fibrillation on Eliquis, chronic anxiety, chronic depression, GERD, OAB, and osteoporosis.

MEDICATIONS: Fosamax q. week, Lipitor 20 mg h.s., BuSpar 7.5 mg q.d., Eliquis 5 mg b.i.d., HCTZ 25 mg q.d., losartan 50 mg q.d., nifedipine 30 mg q.d., and Protonix 40 mg b.i.d.
ALLERGIES: SULFA.
DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:
GENERAL: The patient is alert, quite verbal, at times appeared a little anxious wearing her nightgown.
VITAL SIGNS: Blood pressure 113/70, pulse 88, temperature 97.2, respirations 16, and weight 153.2 pounds.
HEENT: Conjunctive clear. Hair is short and clean. Groomed EOMI. PERLA. Dry oral mucosa.
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RESPIRATORY: Normal effort and rate. Lung fields clear. No cough. Symmetric excursion.

CARDIAC: She had regular rate and rhythm without M, R. or G. PMI nondisplaced.

MUSCULOSKELETAL: She ambulates independently. No LEE. She moves arms in a normal range of motion.

SKIN: Warm, dry and intact with fair turgor.

ASSESSMENT & PLAN:
1. Unspecified dementia with progression. The patient is aware of changes. We will take care to make sure husband does not get caught up in the caretaker role. The patient was encouraged to ask staff for help as appose to her husband into that end. We will have staff check in with them q. shift for the next three days then p.r.n.

2. Chronic anxiety. I am increasing BuSpar to 7.5 mg b.i.d.
3. Social. I spoke with her POA Bill Putnam at length. He has noted the changes and is concerned that the patient reached out to staff for assistance as appose to having her husband start in the caretaker role at the extent of his own wellness. I brought up the issue of memory care in the event that there is progression requiring it. In the interim if they have the means a caretaker for short periods of time during the day. We will follow up with the patient to see how the BuSpar has done. He had also suggested that that be increased so he is in agreement.
4. General care. CMP and CBC ordered.
CPT 99350 and direct prolonged POA contact 20 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
