


PROGRESS NOTE

RE: Nancy Miller
DOB: 02/22/1933

DOS: 07/08/2024
Jefferson’s Garden AL

CC: Routine followup.

HPI: A 91-year-old female with moderately advanced Alzheimer’s disease seen in room. The patient had been doing embroidery and used as a detraction firm keeping eye contact and then it was time to go to lunch so let her go for that. I asked about her daughter she has one that lives here who is her current power of attorney and the one involved in healthcare bringing her supplies, etc., that she needs and then two daughters that live on the East Coast the state of Philadelphia who have visited her in the last six months trying to get guardianship of the patient. That did go to court and her local daughter remains her POA. The patient states she states that she feels fine for her age that nothing is going on and she does not have anything she needs at this time.

DIAGNOSES: Alzheimer’s disease moderately advanced, osteoporosis, gait instability requires WC, left foot inversion with second hammertoe deformity, non-weightbearing on left leg, GERD, and HTN.

MEDICATIONS: The patient has no routine medication but has p.r.n. Tylenol, icy-hot, loperamide, Ativan, MOM, and MiraLax.

ALLERGIES: NKDA.
CODE STATUS: Full code.

DIET: Regular.

PHYSICAL EXAMINATION:
GENERAL: The patient was alert, was seated on her couch after I entered she busies to herself with getting organized to leave her apartment.
VITAL SIGNS: Blood pressure 130/75, pulse 75, temperature 97.0, respirations 17, and weight 162 pounds.

NEURO: She makes brief eye contact. Her speech is clear. Orientation x2. She has to reference for the date with the exception of year. She makes fleeting eye contact almost with everyone. Speech is clear but subtle. She will voice her needs but first being left on her own for the most part.
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MUSCULOSKELETAL: She self transfers from manual wheelchair that she also propels. Denies any significant pain and has no lower extremity edema.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.

SKIN: Warm, dry and intact with fair turgor.

ASSESSMENT & PLAN: 30-day note. The patient has had no falls or acute medical events, medically stable at this point in time. She is able to ask her what she needs though she does have limitation in her judgment to her current care status.
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