


PROGRESS NOTE

RE: Victoria Bennett
DOB: 03/02/1980
DOS: 07/02/2025
The Harrison MC
CC: Followup on extremity edema and bruising and change of hospice.

HPI: A 75-year-old female who has been followed by Frontier Hospice. The patient’s daughter Jennifer I believe requested evaluation by a different hospice not being pleased with the care Frontier was providing. Suncrest was one of the hospices she requested evaluate her mother and they were with her when I went in to see the patient. I did speak with them and let them know that if they were to assume care of the patient, that I would be following her as a hospice patient and they are clear on that. An issue to be brought up next week with the memory care staff is that there was no order for them to evaluate her and letting them know that there has to be a medical order for them to be able to look at her chart. Apparently, they will be assuming her care as they were making copies of notes. I did see the patient in her room and then later out on the unit. She was in good spirits and has been coming out for meals much more frequently and eating better. She states she is sleeping at night, not having any diarrhea which she had been having and it is in part as she is not drinking as much Dr. Pepper as she used to because she is not in the room doing nothing. She was not wearing the Tubigrips that had been placed on her arms. She denied that they hurt her or are in anyway bothersome; it is just that I think staff did not know where they had been placed and so I asked that they look for them and place them in the morning and take off at h.s.

DIAGNOSES: Bilateral upper and lower extremity edema which is intermittent and variable, can get very tight, skin fragility with easy bruising and skin tearing, inclusion body myopathy, non-weightbearing and wheelchair bound, unable to propel herself for any distance, COPD/asthma, GERD, BPSD which has decreased, and dementia which has progressed to moderate cognitive impairment.

MEDICATIONS: Eliquis 5 mg b.i.d., omeprazole 40 mg h.s., Lomotil 2.5 mg two tablets b.i.d. routine and O2 at 2 liters per nasal cannula p.r.n.

ALLERGIES: NKDA.
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DIET: Mechanical soft.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: Frail elderly female seated in her wheelchair. She seemed to be in good spirits.

VITAL SIGNS: Blood pressure 110/70, pulse 98, temperature 98.0, respirations 17, and weight not available.

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

ABDOMEN: Scaphoid. Bowel sounds present without distention or tenderness.

NEURO: She makes eye contact. She is soft-spoken. She can give basic information. She can make her needs known when she is uncomfortable or needs something and I encouraged her to do that so that we can meet her needs. She is not being defiant as she had been a few weeks back, just seems overall calmer and more relaxed.

SKIN: Very thin on all her limbs. There is violaceous to red coloring, some of it vascular in nature, others just easy bruising, but skin does appear overall intact. She did not have her Tubigrips in place and I am going to write an order that it is to be in place on both arms and legs daily.

PSYCHIATRIC: She was quiet, but she seems to be in good spirits, I saw her later in the day and talked with her and she is a little tired of her medical problems, but appreciates that people caring about her and are helping her. I encouraged her to let us know what she needs.

ASSESSMENT & PLAN: General care. Daughter has requested a new hospice. I have written order for Suncrest to evaluate and treat the patient and when they start, we will discontinue Frontier Hospice. I have spoken with Suncrest and I will follow her as her physician.
CPT 99350
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
