


PROGRESS NOTE

RE: Carol Gremillion
DOB: 02/18/1940
DOS: 08/05/2024
Jefferson’s Garden AL
CC: Followup on mobility and lower extremity edema.

HPI: An 84-year-old female seen in the room. She was seated in her wheelchair in bedroom looking at some music pages of piano pieces that she used to play for church. The patient tells me that her husband who is a pastor would often have her come to church to play for services when other people were not able to and she was on this when she said that she often played more than she wanted to. I asked the patient about her walking. I was told that she was using the walker to go from room to DR for all meals, she said yes that she was and stated that she remembers a while back she felt that she had forgotten how to walk and was not going to be able to, but we started PT and push the issue of walking instead of always being transported in her wheelchair and she is now walking again. When I saw her, she was in the wheelchair, but stated it was because she was in her room and she would just use it to get around rather than using the walker which was too big for her room. She said that she sleeps good. Her pain is managed. She comes out for meals, occasional activities and family visits. She has had no falls or acute medical events this past 30 days.

DIAGNOSES: Mild cognitive impairment, peripheral neuropathy, hypothyroid, HTN, HLD, and BPSD in the form of taking little initiative at times but this seems to have decreased.

MEDICATIONS: Unchanged from 07/08/24.

ALLERGIES: Multiple, see chart.

CODE STATUS: DNR.

DIET: Regular and has PT to focus on function.
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PHYSICAL EXAMINATION:

GENERAL: Well groomed alert female seated in the room who was engaging.

VITAL SIGNS: Blood pressure 138/64, pulse 78, temperature 98.2, respirations 18, O2 sat 99%, and weight 152 pounds.

RESPIRATORY: Normal effort and rate. Her lung fields are clear. No cough and symmetric excursion.

CARDIAC: She has regular rate and rhythm. No murmurs, rubs, or gallop. PMI nondisplaced.

ABDOMEN: Slightly protruberant and nontender. Bowel sounds present.

NEURO: Oriented x 2. She has to be told date and time. Soft spoken just a few words at a time. She can give basic information and understands basic information. At times, she has to be pushed to do things for herself. She is dependent on staff assist 4/6 ADLs.
SKIN: Warm, dry, and intact with good turgor.

ASSESSMENT & PLAN:
1. Mild cognitive impairment with progression. The patient now is doing more for herself as essentially staff will not be transporting her in her manual wheelchair. So, therapy has worked with her and is making her walk in sessions with them and she now is using her walker without any difficulty and she acknowledges that. I told her that the wheelchair is only when she becomes unable to ambulate.

2. Pain management. The patient states that both of her legs generally hurt in the afternoon as they were today. She gets tramadol 50 mg at 9 a.m. and then at bedtime. There is no p.r.n. scheduled for mid day. I am going to do a trial of having it t.i.d. and we will see how it works for her watching for sedation or acceleration of cognitive impairment, p.r.n. Tylenol which she is able to ask for, but does not. I told her that I will increase it to include a p.r.n. tramadol that she can ask for during the day. If she does not remember this then she can make it t.i.d. routine.
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