


PROGRESS NOTE

RE: Betty Tilghman
DOB: 08/26/1943
DOS: 11/01/2023
Rivendell AL
CC: 90-day note.

HPI: An 80-year-old female seen in room. She was on her bed napping. Her husband was on his bed napping. The reality is both of them were awake. I talked to her first. I told her that I had to see her in three months which she tells me that she has been doing good and she agreed that she was. The patient is quiet. She likes being with her husband. So, if he is going to take a nap, she will get into her bed and just lie there wide awake and get up when he gets up. She propels her manual wheelchair to the dining room or anyplace else in the facility that she needs to go. She will occasionally also participate in an activity. She has had no falls or acute medical events this quarter. She states that her pain is managed. She sleeps good and she acknowledges that her Parkinson’s she does not think has gotten any worse though and watching her, there is progression and the only issue that she does bring up is that her hip bothers her. She has osteonecrosis of the left hip, but does not limit her from getting herself around.
DIAGNOSES: Parkinson’s disease with clear progression, left hip osteonecrosis, major depressive disorder, restless leg syndrome, overactive bladder, and recent zoster and dermatome T5-T6 right side in July.

MEDICATIONS: Norvasc 10 mg q.d., ASA 81 mg b.i.d., Sinemet 25/250 mg one p.o. q.6h., divalproex 125 mg one capsule b.i.d., docusate 200 mg h.s., Lexapro 10 mg q.d., FeSO4 b.i.d., Haldol 0.5 mg at 5 p.m., Norco 10/325 mg one p.o. t.i.d., Toprol 50 mg h.s. and 75 mg q.a.m., Remeron 15 mg h.s., MiraLax at 1 p.m., Mirapex 0.125 mg 2 p.m. and 7 p.m., Seroquel 25 mg q.a.m., Detrol 1 mg b.i.d., tramadol 50 mg t.i.d., and D3 1000 mcg q.d.
ALLERGIES: KEFLEX and CLINDAMYCIN.
DIET: Regular.

CODE STATUS: DNR.

Betty Tilghman
Page 2

PHYSICAL EXAMINATION:

GENERAL: The patient is resting comfortably on her bed while her husband was napping.
VITAL SIGNS: Blood pressure 124/70, pulse 77, respirations 14, temperature 97.6, and weight 107 pounds which is a weight gain of 5 pounds since July.

RESPIRATORY: Normal effort and rate. Her lung fields are clear without cough and symmetric excursion.

CARDIAC: Regular rate and rhythm without murmur, rub, or gallop. PMI is nondisplaced.

MUSCULOSKELETAL: She gets around in her manual wheelchair which she easily propels. She tends to lean to the right given her left hip osteonecrosis. No lower extremity edema. She self transfers and has had no falls. She has no lower extremity edema. She moves arms in a normal range of motion.

NEURO: She makes eye contact. She is soft spoken. She states a few words at a time. She communicates her point. She states she understands what is said to her, but I repeated just to make sure. The patient is even-tempered, easy-going and does not seem to get rattled about much of anything. Orientation x2. She has to reference for date and time. She is also social and does like to interact with others.

SKIN: Dry, but intact. No bruising, skin tears or other lesions noted. There was no increased sensitivity noted in the area of shingles in July.
ASSESSMENT & PLAN:
1. 90-day note. The patient is due for annual labs; CMP, CBC, TSH and a lipid profile are ordered.
2. Pain management. Continue with the Norco which does not seem to make her drowsy or compromise her baseline cognition and she does not ever ask for additional dosing.
3. Parkinson’s disease. There has been slow, but notable progression. She is a little bit slower to move and takes a little more effort. Her truncal stability has declined. She complains about nothing and still gets herself around.
4. HTN. BPs continues to be in good control. No adjustments needed.

5. Anemia. Her H&H a year ago were 9.7 and 32.8. She was started on b.i.d. FeSO4 and we will now order an iron and ferritin level to see where we are at.
6. Parkinson’s related dementia with delusions and/or hallucinations. The patient described hearing and seeing things and was certain that they were real and they caused her to stress. So, she was started on Haldol which has been of benefit. She will continue with same.

CPT 99350 and direct family contact 20 minutes
Linda Lucio, M.D.
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