


PROGRESS NOTE

RE: Jan Hullet

DOB: 01/22/1947

DOS: 06/27/2024

HarborChase AL

CC: Daughter called with concerns the patient lethargic staying in room.

HPI: A 77-year-old female seen in room, she was in her pyjamas, but she was alert and walking around. I told her one of her daughter’s was concerned about her mother and requested that I see her. Daughter had been told by the patient that she had been in her room for three days not going to the dining room and that her p.o. intake had been very sparse. She told her daughter that she has essentially been in bed and she had fallen twice, but had not called staff to inform them. Daughter also stated that the patient reports having lost 30 pounds in the past couple of weeks. I told her we would have to check on her past weights to verify that. When I saw the patient in room, she has a baseline of unspecified dementia, chronic migraine headaches, upper extremity tremors recent onset at the beginning of this year. The patient was seen by Dr. Farhan Tariq at SSM in MWC Department of Neurology. He started the patient on Depakote for migraine and seizure type activity with tremor. The patient states that she had no problems taking the medication and that it did help her tremor to decrease as well as she had not had any breakthrough seizure activity. Seizures are a new thing that she had talked about earlier this year specifically end of January/early February and, as it was a new issue, recommended the neurology appointment. It has just been recently that she has started having the tremors. So, she wonders whether she is taking enough of the Depakote, which is a reasonable question. When I asked the patient, if there is depression or anxiety that is keeping her in her room, she stated she really did not know why that she just did not feel like leaving her room. I told her that her daughter had been concerned that she reported losing 30 pounds. The patient did not state anything. I told her that we would weigh her and then do a comparison to previous documented weights.

DIAGNOSES: Chronic migraine headaches, chronic anxiety, depression, unspecified dementia, restless legs syndrome, peripheral neuropathy, OAB, DM II, and HTN.
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MEDICATIONS: Depakote 250 mg b.i.d titrated to that dose 04/20, Arimidex 1 mg tablet q.d., Evoxac 30 mg one capsule b.i.d., docusate 100 mg b.i.d., Lexapro 20 mg q.d., Lofibra 200 mg .q.d, gabapentin 600 mg one tablet b.i.d., glipizide ER 2.5 mg q.d., lisinopril 5 mg q.d., metformin 500 mg b.i.d. a.c., Toprol 25 mg q.d., MVI q.d., nortriptyline 25 mg q.h.s., oxybutynin ER 5 mg h.s, Os-Cal b.i.d., Protonix 40 mg q.d., PreserVision b.i.d., Seroquel 50 mg h.s., Requip 0.5 mg b.i.d.,. Crestor 20 mg q.d., VESIcare 10 mg q.d., vitamin C 100 mg q.d., D3 5000 units q.d., Lantus 20 units h.s., Vagisil cream to labia h.s.

ALLERGIES: NKDA.

DIET: DM II diet.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert and quite verbal, moving around randomly in her room.

VITAL SIGNS: Blood pressure 128/88, pulse 97, temperature 98.1, respirations 16, and weight 148 pounds.
CARDIAC: She has regular rate and rhythm without murmur, rub or gallop.

MUSCULOSKELETAL: She ambulates independently in her room. She was moving around without any difficulty. Bilateral hands, she did have a tremor both at rest and intention. She could get it to stop if she focused on it and then, when she was not attending to it, then it started up again. She has no lower extremity edema.
SKIN: Her skin is warm, dry and intact with fair turgor.

NEUROLOGIC: She makes eye contact. Her speech is clear. She just talks and goes from one topic to the other; I redirect her. She is able to give information when stopped and directed, but she is tangential and just seems preoccupied. When asked, she denied pain. She wanted me to look at her hands and arms with the tremor and she denied any seizure activity.

PSYCHIATRIC: Distractible and tangential and can be redirected. She is aware that she is isolating, not eating or drinking like she should and aware that it concerns her daughter.

ASSESSMENT & PLAN:
1. Seizure disorder with return of upper extremity tremor, but no blatant seizure activity. I am increasing Depakote to 250 mg to 8 a.m., 2 p.m. and 8 p.m. I am also ordering a Depakote level based on the 250 mg b.i.d. and I am also ordering a CMP, given the cognitive change, UA with C&S to rule out infectious component.

2. Isolation. Order for the patient to be out of room to dining room for two meals daily and I have spoken with staff regarding that.
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3. Weight concerns. The patient’s current weight is 148 pounds and in 02/15/24 the patient weighed 148.6 pounds and a year ago in April 2023, the patient weighed 150 pounds. So, she has not lost 30 pounds.

4. Social. I spoke with her daughter Julie Cunningham at length, reassured her that the patient was stable, she was alert, not in pain and not having a seizure and we would do some things to assess metabolically what may be going on.

CPT 99350 and direct POA contact 15 minutes.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

