


PROGRESS NOTE

RE: Dorma Munda
DOB: 11/12/1935
DOS: 12/09/2024
Jefferson’s Garden
CC: Routine check.
HPI: An 89-year-old female seen in room seated in a recliner. She was well groomed, alert, made eye contact and was engaging. Her apartment is very decorated for Christmas, she has got a pretty tree and she seemed to enjoy talking about her decorations. Reviewed some general things like sleep. She states she sleeps with no problem through the night. She goes to the dining room for meals and has some women that she sits with. She is quiet, will do things when the _______ people kind of pull her out and she was involved in a bingo with the prizes being different Christmas decorations that you had to like barter for and so she was happy to show me the things that she had won. She stated that her son does come to see her about once a week bringing her things that she needs and she stated it very matter-of-factly and it was after I had asked. So, I thought that she was really doing quite well. Later, her son was here while I was talking to the DON and I told him what I saw after he asked and commented that she seemed really in good spirits, did not bring up going home and being upset about that. He then brought up that that was the first thing she stated to him and just reminded him that she knows what to do to make him feel guilty. She has had no falls or other acute medical events and has been more social.
DIAGNOSES: Vascular dementia with acceleration post CVA 06/20/24, DM II, HTN, atrial fibrillation, sleep apnea and gout.
MEDICATIONS: Allopurinol 200 mg q.d., nystatin powder to affected areas q.d., digoxin 0.125 mg q.d., Eliquis 5 mg b.i.d., levothyroxine 50 mcg q.d., melatonin 3 mg at 7 p.m., metoprolol 100 mg b.i.d., PEG powder q.d., and KCl 10 mEq q.d.
ALLERGIES: STATINS, CLARITHROMYCIN and LIPITOR.
DIET: NCS.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: The patient was alert and engaging.
VITAL SIGNS: Blood pressure 150/78, pulse 70, temperature 98.5, respirations 19, O2 saturation 96%, and weight 157.2 pounds.

NEURO: She makes eye contact. Her speech is clear. Her affect appropriate to topic. She made her needs known. She had a sense of humor and overall just seemed in good spirits.

MUSCULOSKELETAL: She ambulates with a walker, is steady and upright. No lower extremity edema.

SKIN: Warm, dry and intact with good turgor. No bruising or abrasions etc., noted.

ASSESSMENT & PLAN:
1. Vascular dementia with staging prior to admission here. She appears to be stable, is slowly stepping out and socializing and her conversation was about everything except going home, so I thought that was good and reassured the son her bringing it up with him is typical, but she will eventually stop doing that.
2. Hypothyroid. There have been changes in her levothyroxine dose, but at this point she has been stable on the same dose, so she is due for a TSH and that is ordered for 12/16 and she is currently on 50 mcg q.d.
3. Social. Spoke with her son regarding her overall status.
CPT 99350 and direct POA contact 10 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
