


PROGRESS NOTE

RE: Norma Jean Russell
DOB: 06/06/1927
DOS: 11/07/2023
Town Village AL

CC: 30-day followup.
HPI: A 96-year-old female who sits in her couch, awaiting visitors. She is in addition to me followed by Valir Hospice who visits her frequently and she states that she always enjoys their visits. The patient was groomed and I told her that she seems to have better stabilization of her neck, that while it definitely leans to her left side, that it does not seem to be like she does not have any control and she states that it feels better the way that she is sitting upright and holding her neck, so she will continue. Regarding pain, I asked her how that was going and she takes Tylenol 650 mg in the morning and at night and states that that takes care of her pain. When I asked if she had any midday, she states not really. So, we are going to stay where she is at. Also reviewed that she is on a modified diet. She has chopped meat and they are not giving her anything on the side. So, I have written requesting gravy on the side. She does go out for meals more frequently than she used to. She still will have the occasional meal in her room, but is doing better with socialization, less self-conscious. As to her skin, she still has staff that help apply lotion to her back and her backside where she cannot reach, otherwise she does it for herself. Her family checks in on her frequently so she gets phone calls fairly often.
DIAGNOSES: Generalized senile debility, degenerative disc disease, spinal stenosis and decreased neck stability with neck leaning significantly to the left, CAD, GERD, carotid artery disease, hypothyroid and mild cognitive impairment.

MEDICATIONS: Tylenol 650 mg a.m. and h.s., ASA 81 mg q.d., Cymbalta 20 mg q.d., levothyroxine 75 mcg q.d., loperamide 2 mg – she self-doses and knows how to do so, melatonin 10 mg plus 3 mg tablets of 13 mg h.s., Toprol ER 50 mg q.d., Remeron 15 mg h.s., MVI q.d., Protonix 40 mg q.d., MiraLax q.d., probiotic q.d., and vitamin C 500 mg b.i.d.

ALLERGIES: NKDA.

CODE STATUS: DNR.
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DIET: Regular.

HOSPICE: Valir.

PHYSICAL EXAMINATION:

GENERAL: Petite elderly female, pleasant and interactive.

VITAL SIGNS: Blood pressure 103/75, pulse 88, temperature 96.1, respirations 18, O2 sat 94%, and no weight available.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.

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

ABDOMEN: Flat and nontender. Bowel sounds present.

MUSCULOSKELETAL: Poor neck stability, leaning to the left. She does not seem to be in pain. She is quite thin. Bony prominences are evident. No lower extremity edema. She moves her arms in a normal range of motion. She is ambulatory with a walker. No recent falls.

NEURO: Orientation x 2. She has to reference for date and time. Speech is clear. She has a sense of humor. She is a good listener and asks appropriate questions, appearing to understand given information. Affect is generally lighthearted, but appropriate to what she is saying.

ASSESSMENT & PLAN:
1. Pain management. Continue with Tylenol 650 mg a.m. and h.s. with p.r.n. x 2 additional doses daily.

2. Difficulty chewing. Diet is chopped meat and asking for gravy on the side. 
3. She has mild anemia, normochromic normocytic. Her BUN was elevated, this is from August, at 40.2. I have stressed increased water intake which she states she is doing. 
CPT 99350
Linda Lucio, M.D.
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