


PROGRESS NOTE
RE: JoAnn Wilbanks
DOB: 02/12/1933

DOS: 07/09/2024
Jefferson’s Garden AL

CC: Routine followup.

HPI: A 91-year-old female was observed on the unit today. Her caregiver was with her. She encouraged the patient to go out for meals and then later observed the patient playing bingo with the assistance of her caregiver and seemed to be having fun. The patient was cooperative to being seen in room. She was pleasant and asked me how I have been doing. We talked a little bit about traveling. Her family is of Irish descent so she was happy to hear when asked that I had been to Ireland and loved it. Overall, the patient has diagnosis of advanced cognitive impairment. Family has deferred sending her to a memory care facility feeling that it would be a negative for her another change that she would have to make and a decline may occur that she could not recover from. So she does have sitters from 08/15 in the morning to about three in the afternoon every day. The patient has had no falls or acute medical events this past eight weeks. She reportedly sleeps through the night. She goes to meals. She is able to feed herself and has fair PO intake. She acknowledges napping during the day but as that she also sleeps all night long. She denies pain and while she could not tell me when her last bowel was she denied constipation.

DIAGNOSES: Cognitive impairment appears to progress from an MMSE on 06/20/2023 when her score was 26 of 30, HTN, HLD, and DM II.

MEDICATIONS: Unchanged from 05/27 note.

ALLERGIES: NKDA.
DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:
GENERAL: The patient is alert looking around randomly somewhat tentative but cooperative to direction.
VITAL SIGNS: Blood pressure 122/77, pulse 92, temperature 98.4, respirations 19, and weight 128 pounds down 0.6 pounds from 05/07 note. BMI is 25.0.
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HEENT: Her hair is short and groomed. Sclerae clear. Wears glasses. Nares patent. Moist oral mucosa.

NECK: Supple without LAD.

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

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

ABDOMEN: Soft and bowel sounds present. No distention or tenderness.

NEURO: Orientation to self and Oklahoma. Soft spoken. Speech is clear. Her facial expression can be confused when questions asked. She responds to reassurance. She can be encouraged to socialize.

MUSCULOSKELETAL: The patient ambulates independently. She moves limbs in a normal range of motion. No lower extremity edema. Fair muscle mass and motor strength goes from sit to stand and vice versa without assist.

SKIN: Warm, dry, and intact with good turgor. No bruising or skin tears noted.

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

ASSESSMENT & PLAN:
1. Cognitive impairment this appears to have changed since her 06/2023 MMSE 26 of 30, which is the upper and abnormal cognition. There are evident short and long-term memory deficits and will participate in activities with caregiver present. A followup of MMSE would also help to know the level of direction or assistance that the patient needs cognitively.

2. Hypertension. The patient is on losartan 25 mg q.d. and review of BPs show adequate control and no change.

3. Seasonal allergies/asthma symptoms controlled with MVI both nasal and oral along with antihistamine there does not appear to be negative side effect from the latter.
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