


PROGRESS NOTE

RE: Barbara Fulton
DOB: 05/26/1935
DOS: 11/07/2023
Town Village AL
CC: Medication review and followup on hearing aid appointment.

HPI: An 88-year-old who is hard of hearing was evaluated by Hearts for Hearing who provide hearing aids to seniors who cannot afford them and she qualified for the hearing aids, was fitted for them and received them today. She is seen in her room after returning from the appointment with her daughter, she was quite happy being able to hear conversation going on around her. Also, her daughter has some requests for supplements that she would like to have added as well as some things that she would like to have changed that her mother is currently receiving. Her mother has improved in her appetite, has gained weight, so requests that protein shakes that she was taking in q.d. be discontinued, the patient is okay with that. The patient’s bowel pattern has finally been established to routine and so MiraLAX is being decreased at their request. Then, there are some other supplements that she also requests. The patient feels good. She spends most of her day either lying in bed or in her recliner, which is good for having her legs elevated; however, she is starting to have breakdown at her coccyx. This is reviewed today with nurse and there is a small open area, it is pink, nontender, no foul odor, but some light slough.
DIAGNOSES: Unspecified dementia without BPSD, NPH with VP shunt, HOH; new hearing aids received, depression, hypothyroid, GERD, HLD, insomnia, arthralgias, and HTN.

MEDICATIONS: Going forward, MiraLAX will be q. Monday only, K2 supplement one p.o. q.d., Slow-Mag supplement one q.d., atenolol 25 mg b.i.d., Plavix q.d., CoQ10 100 mg q.d., Depakote decreased to 125 mg b.i.d., Cymbalta 60 mg q.d., levothyroxine 100 mcg q.d., Protonix 40 mg q.d., pravastatin 40 mg at 5 p.m., prednisolone eye drops q.i.d., trazodone 150 mg h.s., verapamil 180 mg b.i.d., D3 50,000 units q. Wednesday, Voltaren gel b.i.d. to both knees, zinc oxide to bottom a.m. and h.s.

ALLERGIES: TALWIN.
DIET: Regular.
Barbara Fulton
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CODE STATUS: Full code.
PHYSICAL EXAMINATION:

GENERAL: Obese female resting comfortably when seen both before and then after her hearing aid appointment.

VITAL SIGNS: Blood pressure 165/81, pulse 92, temperature 96.6, respirations 18, O2 saturation 92% RA and 210 pounds.

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

MUSCULOSKELETAL: She is generally stationary. She will move her arms to feed self or do those types of things. She is weight-bearing only with full assist, non-ambulatory. She gets around in a wheelchair, she can propel it, but it takes effort and for only a brief distance. Staff have reported that the patient is having increased SOB, which was not evident when I saw her, but she was not exerting.
NEURO: She makes eye contact. She is soft-spoken, says a few words at a time that are appropriate to questions asked what is going on. She smiles. Her affect is appropriate or congruent with what she is saying. Orientation is x2. She has to reference for date and time. She is agreeable in particular with her daughter with whom she appears to have a good relationship.

ASSESSMENT & PLAN:
1. Medication reviewed. Several medications discontinued the patient is no longer either needing or taking routinely.

2. Supplements added, K2 at daughter’s request to be q.d.

3. Insomnia. The patient is doing well with divalproex 150 mg h.s. I am discontinuing Rozerem, which she was taking without benefit prior to trazodone.

4. Coccyx wound; this is new. She will have a wound dressing to the bottom and it will be checked every other day by staff. She is to adjust her positioning so that she is not always having pressure on that same area.

5. Social. All this was reviewed with her daughter who is in agreement.
CPT 99350 and direct POA contact 20 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

