


PROGRESS NOTE

RE: Carolyn Croy
DOB: 10/29/1944
DOS: 01/04/2024
HarborChase MC
CC: Decline.

HPI: A 79-year-old female with advanced Alzheimer’s disease whose son Darren Croy had noticed a progression as we had and requests hospice evaluation. I contacted Darren to review that in fact they did want hospice to evaluate his mother and he stated yes and he has Suncrest Hospice in mind. We reviewed his mother and what is seen here in the facility, she is generally quieter, things like feeding herself, she no longer does and incontinence has been an issue that has progressed. The patient does have prolapsed bladder, which I explained to him can be part of the progression of her incontinence. Staff report that she is also having pill dysphagia they do crush it, but it still takes her a long time to get it down. As to meals she will sit there and look at it but not seem to know what to do silverware is foreign to her and they can direct her to what utensil to use but essentially comes down to feeding her to make sure that she has some intake. I sat with the patient today, she is well groomed, sat quietly, her affect was flat. She gave basic yes, no on occasion otherwise just did not seem to be aware that I was talking to her. The patient since seen on 10/05 has had no acute medical events and to my knowledge, no falls have occurred.

DIAGNOSES: Alzheimer’s disease with progression is now advanced to end-stage, HTN, IBS, fibromyalgia with chronic pain, and prolapsed bladder.

ALLERGIES: NKDA.
MEDICATIONS: Probiotic q.d., docusate b.i.d., levothyroxine 75 mcg q.d., Namenda 5 mg b.i.d., metoprolol 25 mg q.d., Remeron 7.5 mg h.s., olanzapine 2.5 mg q.d., KCl 20 mEq MWF, Exelon patch 4.6 q.24 hours, NaCl 1 g tabs two tablets q.d., MWF and one tablet remaining four days.
DIET: Regular.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: Petite well-groomed elderly female seated quietly.

VITAL SIGNS: Blood pressure 104/73, pulse 72, temperature 97.6, respirations 17 and weight 116 pounds. Weight loss from 122.4 two months ago.
HEENT: Her hair was combed. Sclerae clear. Nares patent. Moist oral mucosa. Carotids are clear without LAD.

CARDIOVASCULAR: She had regular rate and rhythm without murmur, rub or gallop. PMI nondisplaced.

RESPIRATORY: Lung fields are clear. No cough. Symmetric excursion. The patient did not cooperate or understand deep inspiration.

ABDOMEN: Flat, nontender. Bowel sounds present.
MUSCULOSKELETAL: Intact radial pulses. No lower extremity edema. She has generalized decreased muscle mass, but adequate motor strength to ambulate. She currently ambulates independently.
NEURO: Orientation x1. Affect is flat. She did not really speak when I was with her nor did she interact with others around her.

ASSESSMENT & PLAN:
1. Pill dysphagia. I have decreased medications to only essential it is just a discontinuation of two p.r.n. and two routines.

2. BP issues. Her blood pressure and review is running low end of normal. She is on Toprol ER 25 mg IM discontinuing that and will have blood pressure checked daily.

3. Hospice requested this is per her son Darren Croy and Suncrest is who he request evaluate her. Order written and then will go from there.
CPT 99350 and direct POA contact 15 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

