


PROGRESS NOTE

RE: Carolyn Croy
DOB: 10/29/1944
DOS: 08/15/2024
The Harrison MC
CC: 90-day note.
HPI: A 79-year-old female with advanced dementia and a history of constipation is seen today for a 90-day note. In June, there were episodes of constipation that resulted in setting up a bowel program and having her home health company work in conjunction with staff so that has not been a problem since then. Staff reports that the patient is generally cooperative to care. She comes to meals as staff bring her and it varies as to whether she will feed herself. She has become less able to do that, so staff generally is feeding her and then her p.o. intake can vary. As to mobility, staff reports that from previously walking independently, she now uses her wheelchair as well as walking. She has had a couple of falls with minor injury i.e. skin tears. The patient is generally quiet. She will sit amongst other people just randomly looking around, but not speaking. When spoken to on a one-to-one, she will make eye contact and she will say something, but it may not be in context. Her ability to give information is limited, but she was cooperative to being seen today.

DIAGNOSES: Advanced Alzheimer’s dementia, irritable bowel syndrome, fibromyalgia with pain control, HTN, hypothyroid, and disordered sleep pattern.

MEDICATIONS: Reglan 10 mg one tablet p.o. q.a.c., MiraLax 17 g MWF, Senokot one tablet b.i.d., Ativan Intensol 2 mg/mL 0.5 mL q.4h. p.r.n., and Tylenol 650 mg ER one tablet b.i.d. routine.

ALLERGIES: NKDA.

CODE STATUS: DNR.

HOSPICE: Valir.

DIET: Regular.
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PHYSICAL EXAMINATION:

GENERAL: Petite elderly female seated quietly. She made eye contact when I approached her.

VITAL SIGNS: Blood pressure 153/94, pulse 77, temperature 98.3, respirations 18, and weight 110.8 pounds which is a weight loss of about 32 pounds from April 2024.

RESPIRATORY: Normal effort and rate. Lungs are clear. She does not take deep inspiration. She has no cough. No evidence of SOB with activity.

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

MUSCULOSKELETAL: The patient can ambulate. It is safest to have somebody with her. She has no lower extremity edema. She slightly moves arms in a fairly normal range of motion. She can go from sit to stand, generally using the armchairs for push-off, but has a wheelchair for distance.

NEURO: She smiled. She did not speak when I asked directed questions. A couple of times, she mumbled or she would try to say something, but not able to answer questions. I reassured her that she was doing just fine.

SKIN: Thin, dry and intact. Some old resolving bruises on forearm, otherwise unremarkable.

ASSESSMENT & PLAN:
1. Advanced Alzheimer’s disease. Progression is evident. She does not appear to be in any distress. Continue with care as is, monitoring for safety.

2. HTN. We will have BP and heart rate monitored daily for the next two weeks and then make adjustments in BP medications as indicated.

3. Hypothyroid. The patient is actually due for annual labs. So, CMP, CBC and TSH ordered.
CPT 99350
Linda Lucio, M.D.
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