


PROGRESS NOTE
RE: Blanche Colorado
DOB: 07/02/1944
DOS: 12/09/2024
Jefferson’s Garden AL
CC: Routine followup.
HPI: An 80-year-old female seen in the room, it was around lunchtime and when it was brought in; she did not have any of the critical comments about the food as she generally does. She continues to spend most of her time in the room. She will come out in her manual wheelchair propelling herself without any difficulty. When seen today, she stated that she was doing okay, sleeps through the night, pain is managed and she has her daughter come by bring her things that she needs. She does have a few other residents that she will talk to and does so when she is out getting exercise with her wheelchair. She denies any falls, remains by her report continent of bowel and bladder.
DIAGNOSES: Depression, generalized anxiety disorder, RLS, atrial fibrillation, GERD, insomnia, HTN, osteoporosis and psychotic mood disorder; new diagnosis per psych nurses.
MEDICATIONS: Tylenol 650 mg two tablets q.d., Tums 1000 mg 9 a.m. and 9 p.m., ASA 81 mg q.d., Lipitor 40 mg q.d., folic acid 800 mcg q.d., Boniva 150 mg q.30 days, Mag-Ox 400 mg q.d., methocarbamol 500 mg b.i.d., metoprolol 25 mg q.d., Remeron 15 mg h.s., Gas-X 0.6 mL b.i.d., omeprazole 20 mg q.a.m., Seroquel 50 mg h.s. and ranolazine 500 mg ER b.i.d.
ALLERGIES: FENTANYL.
DIET: Regular, no pork, and gluten-free.
CODE STATUS: DNR.
PHYSICAL EXAMINATION:
GENERAL: The patient was seen in room. She was alert and cooperative.
VITAL SIGNS: Blood pressure 120/80, pulse 76, temperature 97.4, respiratory rate 18, and weight 121.2 pounds, which is a weight loss of 4.8 pounds.
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NEURO: Makes eye contact. Speech is clear. She can still be a little flippant about things, but it is intentionally done. She gives information. Some noted short-term memory deficits. Affect can be animated, today was a bit bland and withdrawn.

MUSCULOSKELETAL: She has good neck and truncal stability in her manual wheelchair that she propels with her feet and her arms. No LEE. She self-transfers and no fall history with that.

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

CARDIAC: Regular rate and rhythm. No MRG. PMI nondisplaced. Distant heart sounds.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

NEURO: Makes eye contact. Speech clear. Gives information. She will definitely voice her need. Understands given information and some short-term memory deficits becoming more notable.

ASSESSMENT & PLAN:
1. Depression/anxiety disorder. She maintains Seroquel in the evening. I spoke with her about an antidepressant specifically the SSRIs and the benefit of Zoloft for both depression and anxiety. She listened and she asked a couple of questions and stated that she does not think right now that she needs anything, but if she got to that point she said “I am not shy about asking for things.”
2. Weight loss. Given her weight now of 121.2 pounds versus 126 in November, it is a weight loss of 4.8 pounds and her BMI is 20.8, so she remains at the low end of her target range.
CPT 99350
Linda Lucio, M.D.
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