


PROGRESS NOTE

RE: Barbara Fulton
DOB: 05/26/1935
DOS: 01/13/2024
Town Village AL
CC: Multiple issues.

HPI: An 88-year-old female with unspecified dementia in her recliner with legs elevated. She makes eye contact and smiles, but she is quiet. I told her that there was a note that I am to look for a letter from her daughter with several other requests on it. I asked her if she was aware of what that was and she just looked at me and shook her head no. I looked around and did not see it either and it was not until after I was done talking with her and then called her daughter that I saw the note. Daughter’s concerns are that her mother has been fatigued, nauseated and very sleepy and that she still bruises and that because of those symptoms, she would like to have her checked for anemia, checked her for a lack of iron and hemoglobin. She is concerned about her mother symptoms of weakness, loss of appetite, nausea and dizziness. Along with her unspecified dementia, the patient has normal pressure hydrocephalus with the VP shunt. She is nonambulatory. She spends her day getting being taken out of bed and placed into her recliner where she spends the rest of the day watching television and napping. The things that daughter is concerned about are baseline behaviors for the patient while the patient has verbal ability. She speaks less frequently and when she does, it is just a word or two. She has had no falls. She is cooperative with care.
DIAGNOSES Unspecified dementia without BPSD, NPH with VP shunt, HOH with new hearing aids, depression, hypothyroid, GERD, HLD, insomnia, arthralgias, and HTN.

MEDICATIONS: Medications are atenolol 25 mg b.i.d., Plavix q.d., CoQ10 q.d., divalproex 500 mg at 4 p.m., Cymbalta 60 mg b.i.d., ASA 81 mg q.d., NP Thyroid 60 mg q.d., MVI q.d., Protonix 40 mg q.d., MiraLax q.d., pravastatin 40 mg at 5 p.m., protein shake b.i.d., Slow-Mag q.d., trazodone 150 mg h.s., verapamil ER 180 mg b.i.d., vitamin D 1.25 mg (5000 units) q.d., K2 100 mcg q.d., Voltaire gel to affected areas b.i.d., Rozerem 8 mg h.s., and zinc oxide 20% to peri area q.d. and p.r.n.

ALLERGIES: TALWIN.

DIET: Regular.
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CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: Overweight female lying in a reclined position. Head covered with a turban and she just looks about quietly.

VITAL SIGNS: Blood pressure 144/77, pulse 86, temperature 97.0, respirations 18, and O2 sat 98%.

ABDOMEN: Protuberant and nontender. Hypoactive bowel sounds. No distention or tenderness.

MUSCULOSKELETAL: She lies with her arms and her legs just straight out. She does not really move. She has got decreased muscle mass and motor strength. She is weightbearing only with full assist. She is nonambulatory. She is transported in a manual wheelchair and she is able to sit fairly upright. I am not sure whether she can still propel for short distance and she has trace to +1 lower extremity edema.

NEURO: She makes eye contact. She will smile. She rarely speaks anymore and it is just a word or two at a time that is very basic. Difficulty communicating her needs. Orientation is 1 to 2. I asked her about nausea and asked her if it was related to meals and she just looked at me. I asked if it occurred more in the morning or the afternoon or night and she just looked at me blankly with no response. She does have a sense of humor and will laugh and it is appropriate.

SKIN: Warm and dry. There is no bruising, breakdown or skin tear noted.

ASSESSMENT & PLAN:
1. Increased fatigue. The patient seems at her baseline. She just sits all day in her recliner and does not get out of it until it is time to go to bed and that is always with full assist. However, I do not know where her baseline labs that were drawn or they are not in her chart. So, I am going to do a CBC, CMP, TSH and iron profile.

2. Medication review. Daughter questioned her use of Plavix. This was started about a year ago when the patient had a fall with fracture and it was a shoulder fracture which healed by conservative measures and she was started on it then I explained to daughter why it was started, but she is almost a year out from that and there is no need to continue. So, it is discontinued.

3. Nausea, nonspecific as to when it occurs. So, Zofran 4 mg ODT in the morning and at 3 p.m. with p.r.n. additional x2 doses.

4. Wound care. The patient has some breakdown on her right gluteal area. She is on her back seated all day long. So, we are having Previse Wound Care evaluate and treat the patient.
CPT 99350 and direct POA contact 20 minutes
Linda Lucio, M.D.
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