


PROGRESS NOTE

RE: JoAnn Wilbanks

DOB: 02/12/1933

DOS: 05/07/2024

Jefferson’s Garden

CC: Assume care.

HPI: A 91-year-old female in residence since 06/02/2021 has been seen by an outside physician. Family now requests the in-house physician me. She was seen today in the room. She has a sitter with her who is coming in the morning and staying till after dinner. This is new as the patient recently walked out the front doors and just kept going. She is ambulatory and likes to walk and will walk up and down the halls but this time made it outside and down the road. Fortunately there were no problems that occurred. The patient was quiet when seeing, made eye contact and said a few words. She stood for part of it and then found a chair and just looked around randomly. The sitter answered what she could. In the past, the patient has been seen by Dr. Shipley for cognitive impairment and behavioral issues. Family has felt that they did not get the help that they were hoping for.

DIAGNOSES: Hypertension, DM II, hyperlipidemia and appearance of cognitive impairment, but 06/01/2023 MMSE was 26, normal range.

MEDICATIONS: Albuterol MDI two puffs q.6h. p.r.n, ASA 81 mg q.d., calcium carbonate q.d., Aricept 5 mg q.d., Flonase 50 mcg q.d., Flovent b.i.d., HCTZ 12.5 mg q.d., Claritin 10 mg q.d., losartan 25 mg q.d., Singulair 10 mg h.s., and latanoprost OU h.s.

ALLERGIES: NKDA.

SOCIAL HISTORY: The patient was living with her sister prior to moving in here in 2021 and her sister Mary is her POA. The patient never married and she has no children. She worked for OG&E for many years and retired from there. Notes indicate that patient had been started on Aricept 5 mg daily to increase to three tablets daily and that was in 2021. She has also been seen by ophthalmologist Dr. Cindy Bradford.

DIET: Regular.
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CODE STATUS: DNR.

REVIEW OF SYSTEMS: The patient not able to participate due to cognitive impairement.

PHYSICAL EXAMINATION:

GENERAL: Petite elder female who was fairly well groomed, seen today in the room. The patient was standing in the doorway and remained standing for most of the time that I was present.

VITAL SIGNS: Blood pressure 122/69, pulse 73, temperature 97.7, respirations 16, and O2 sat 96% and weight 128.6 pounds.

HEENT: She has short hair that is combed. Sclerae clear. She does not wear corrective lenses. Nares patent. Moist oral mucosa.

NECK: Supple. No LAD. Clear carotids and did not have a runny nose or sound congested.

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

RESPIRATORY: It takes her a minute to do the deep inspiration, but she is able to do it with normal effort and at a normal rate. Lungs fields are clear. No cough. Symmetric excursion.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: Fair muscle mass and motor strength. She is independently ambulatory. No lower extremity edema. Moves limbs in a normal range of motion. 

NEUROLOGIC: Orientation to self and difficult to assess anything else as she really did not respond to questions and if she did, it was delayed and not sure at times what she was referencing. Affect was generally bland. She did look at me as she was talking. She did not ask any questions. Unclear she understood what was being said.

PSYCHIATRIC: The patient appeared detached, but not upset or evasive. We will just continue to get to know and hopefully that improves.

SKIN: Warm, dry and intact with fair turgor.

ASSESSMENT & PLAN:
1. Assume care. The patient has a CMP and CBC in the chart from 12/20/23 and it is generally unremarkable. No value is abnormal. Her CBC is also WNL. UA done at that time was clear. No UTI. A1c was done 02/01/2023. No known history of DM II. The patient had an x-ray 11/24/2022 of her right lower extremity after complaints of pain persisted and it showed marked right hip osteoporosis and mild right knee degenerative joint disease, otherwise unremarkable
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2. Question of cognitive impairment. I am requesting a new MMSE be done as it has been almost a year.

3. General care. CMP, CBC and TSH ordered for baseline information.

4. BPSD in the form of leaving the facility. The patient is now on Depakote 500 mg h.s. and at this point I feel like I do not know the patient well enough to decide whether she needs additional behavioral meds. So for right now we will add Zoloft 25 mg q.d. and increase as able by the next visit.

5. Social: I called. I did not leave a voicemail as it discontinued to ring. So I let DON know and she can let the sister know and I will contact her when I am out here again.

CPT 99345

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

