


PROGRESS NOTE

RE: Jan Moore

DOB: 08/21/1943

DOS: 09/25/2023

Rivermont MC

CC: Fall followup.

HPI: An 80-year-old female with advanced Parkinson’s disease and Parkinson’s related dementia observed in the dining room. She was sitting fairly upright in her wheelchair feeding herself. The patient has had two falls between 09/01/23 and 09/10/23. On 09/01/23 she was being transported in her wheelchair she just suddenly put her feet on the ground and she fell forward hitting her head. Looking at her she has residual bruising on both sides of her forehead. She was sent to the ER, evaluated and treated and returned with no new orders. On 09/10/23, the patient was in the MC dining room attempted to stand without assist, lost her balance and fell hitting her head on the table again sent to the ER and daughter met her there. She returned to the facility with the diagnosis of UTI, Afib and closed head injury. She was started on cefuroxime 250 mg q.12 hours x5 days and diltiazem 120 mg p.o. q.d. She appears to be doing okay. Today she is alert, responds to her name and smiles so she looks like she is feeling good.
DIAGNOSES: Advanced Alzheimer’s disease, cardiac arrhythmia with new medication i.e. verapamil, HTN, polyarthritis, hypothyroid, depression and wheelchair-bound.

MEDICATIONS: Senna one tab q.d., docusate 10 mL b.i.d., Tylenol 1000 mg 9 a.m. and 6 p.m., Coreg 6.25 mg q.d., Eliquis 5 mg b.i.d., Lexapro 20 mg q.d., Haldol 0.5 mg at 10 a.m., levothyroxine 100 mcg q.a.m., Ativan Intensol 2 mg/mL 0.5 mL premed for showers, MVI q.d., olanzapine 10 mg q.d., zinc one tab b.i.d, and Selsun Blue MWF to scalp.

DIET: Ground with thin liquids and Ensure one can t.i.d.

ALLERGIES: PCN.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:
GENERAL: The patient was seated quietly in the dinning room feeding herself. She chose to come to the dinning room after the majority of other residents were done and out of the DR. When I asked her if there was reason for that and she stated it was too loud.

VITAL SIGNS: Blood pressure 132/76, pulse 75, temperature 97.7, respirations 18, and O2 sat 99% and weight 129 pounds.

CARDIAC: She has regular rate and rhythm without murmur, rub or gallop.

ABDOMEN: Soft. Bowel sounds are present.

SKIN: Warm, dry and intact. No significant bruising.

MUSCULOSKELETAL: She seated fairly upright. She has slight stoop forward, but fairly good control of her neck and shoulder girdle. Moves her arms without significant tremors to feed herself. In her manual wheelchair she can slowly propel herself. No lower extremity edema.

NEUROLOGIC: She makes eye contact. She is soft spoken. Her words are clear and she can covey her needs. Orientation is x2. She is quiet and will respond if spoken too and can sit around other residents, but does not engage with them.
ASSESSMENT & PLAN:
1. Falls. The patient has not had a fall now in two weeks. She is reminded to sit fully back in the wheelchair not to put her feet down suddenly while being pushed and asked for help getting in and out of it as needed. There is evident decrease in her overall muscle strength.

2. Anxiety. She appears to be doing better quieter and I think she takes time to herself in her room not needing to be out in the crowd so to speak.

3. HTN. Systolic pressures the last couple of weeks have ranged from 119 to 132 and diastolics 72 to 81 and pulse rates are 69 to 87. No change in medications.

4. General care. She is due for annual labs so CMP, CBC and TSH ordered.
CPT 99350.
Linda Lucio, M.D.
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