


PROGRESS NOTE

RE: Judy Taylor
DOB: 10/26/1947
DOS: 05/09/2024
HarborChase MC
CC: Overall change.
HPI: A 76-year-old female seen in room. Her daughter/POA Tonya Cook was present. The patient is reported to have had just a slow decline that has become noticeable this week, daughter is aware and understands that things are going to change. Today, I spoke with daughter with the patient present and included her about looking at her medications and seeing what we needed to adjust. The patient has DM II, has been brittle, difficult to control, but over the last several months, there is more stability and her FSBS are monitored. Daughter brings that the patient has had some pain and it has not really been addressed except with p.r.n. Tylenol which has not been effective. I spoke with the patient and determined that she may benefit from routine pain medication, which daughter agreed with. She has not had any falls, is sleeping through the night.
DIAGNOSES: DM II fairly stable at this point, unspecified dementia with progression, no BPSD, hypothyroid, HTN, depression, renal insufficiency, GERD and anxiety.
MEDICATIONS: Lexapro 15 mg q.d., levothyroxine 75 mcg q.d., Rena-Vite one q.d., TUMS 750 mg chewable q.d., D3 2000 IU q.d., Xanax 0.5 mg q.6h. p.r.n., metformin 250 mg at dinner, 500 mg with breakfast and lunch, Basaglar insulin 12 units a.m. and h.s., melatonin 6 mg h.s., Lotensin 40 mg q.d., Tylenol 650 mg q.d., going forward tramadol 50 mg in the morning, 2 p.m. and h.s. routine, Tylenol 650 mg routine at 11 a.m. and 6 p.m. and benazepril will be changed to 40 mg at 2 p.m.
HOSPICE: Traditions.
PHYSICAL EXAMINATION:

GENERAL: The patient is alert, propped up in her bed and attentive to what is going on, but quiet.

VITAL SIGNS: Blood pressure 108/70, pulse 85, temperature 97.5, saturation 82% and weight 123.3 pounds.

CARDIAC: She has a regular rate and rhythm without murmur, rub or gallop. PMI non-displaced.
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RESPIRATORY: Normal effort and rate. Lung fields are clear without cough and symmetric excursion.

MUSCULOSKELETAL: She weight bears for transfers, is in a manual wheelchair that she can propel. No lower extremity edema.

NEURO: Orientation x1-2, knows who her daughter is. She is soft-spoken. She is not much of a talker and less so now, but she can convey needs to family who speak to us.
SKIN: Warm, dry and intact with good turgor. No bruising or skin tears noted.

ASSESSMENT & PLAN:
1. Pain management. I have adjusted tramadol to be routine at doses above as well as scheduling Tylenol. We will follow up in a week or two to see whether this is effective for the patient.

2. HTN. The patient takes a low-dose diuretic q.a.m., so we are moving the benazepril to the afternoon, so two blood pressure lowering medications are not given at once in a patient with unsteady gait.

3. Dementia. There is clear progression. I just spoke with her daughter privately that will take it a step at a time and that if there are concerns that she can let the nurses know who will get a hold of me or she can talk to me when I am here on Thursdays.

CPT 99350 and direct POA contact 20 minutes.
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

