


PROGRESS NOTE
RE: Blanche Colorado
DOB: 07/02/1944
DOS: 05/07/2024
Jefferson’s Garden AL
CC: Increasing memory deficits and leading to argumentativeness.
HPI: A 79-year-old female with moderately advanced frontotemporal dementia is seen today in room. Before seeing her, I was told by the DON an incident with the med aide dispensing medications to the patient this morning and at lunchtime with the patient accusing her of not having given her, her medications both times. She then accused the DON of having given her Tylenol that she requested but handing it to her with her fingers rather than having it in a pill cup and the DON stated that that did not happen. Later when I went in to see the patient, she just looked disheveled and not as alert as she generally is. She starts in the routine of how things here are not like they are in Texas, a routine that she goes into each time I see her. Just moved on from that to how she has been and has anything happened. She had a cardiology appointment with Dr. Zacharias and states that she is going to be scheduled for a procedure, but does not know what it is for. I will contact her POA for that information. Overall, she has no change in her sleep pattern, appetite or pain management.
DIAGNOSES: Frontotemporal dementia moderate stage with possible progression, BPSD, perseverating on specific topics, atrial fibrillation – on Eliquis, hyperlipidemia, IBS, osteoporosis, dysphagia, and bilateral knee pain secondary to OA.
MEDICATIONS: Tylenol 650 mg 9 a.m. and 9 p.m., Tums 750 mg one 9 a.m. and 9 p.m., ASA 81 mg q.d., Lipitor 40 mg h.s., Banophen 25 mg h.s., Eliquis 5 mg q.12h., folic acid 800 mcg q.d., Norco 5/325 one tablet a.m. and h.s., Levsin 0.125 mg q.i.d., Boniva 150 mg q. 30 days, magnesium q.d., and melatonin 10 mg SL h.s.
ALLERGIES: FENTANYL.
DIET: Regular, no pork, and gluten free.
CODE STATUS: DNR.
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PHYSICAL EXAMINATION:
GENERAL: Disheveled tired patient sitting up in her wheelchair.
VITAL SIGNS: Blood pressure 108/59, pulse 99, temperature 97.5, respiratory rate 20, oxygen saturation 97%, and weight 132 pounds.
RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.

CARDIAC: Regular rate and rhythm. No murmur, rub or gallop.

MUSCULOSKELETAL: Propels her manual wheelchair without difficulty. Self transfers. No lower extremity edema. Moves arms in a normal range of motion.

NEURO: She is oriented x 2. She has to reference for date and time. Today, she was not sure what day of the week it was. Her speech is clear. She goes on, on topics that she enjoys talking about, but notably more short-term memory deficits and affect – she tries to look aloof or disinterested. She will voice her needs or what she thinks needs improvement.
ASSESSMENT & PLAN:
1. FTD with progression. We will just watch her over the next week or two where I think we will see her set a new baseline and will speak with daughter about this as to whether she has noted changes when they are out together.
2. Atrial fibrillation with hypertension. BP is well controlled. She denies any chest pain or palpitations and is routine with Eliquis use. I will talk to her daughter tomorrow regarding any procedures that were discussed and question whether it may be the Watchman procedure given that she has atrial fibrillation and is on anticoagulant.
CPT 99350
Linda Lucio, M.D.
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