


PROGRESS NOTE

RE: Shirley Fleener
DOB: 07/24/1933
DOS: 07/23/2025
The Harrison AL

CC: Lab review.

HPI: A 91-year-old female who was seen in her apartment. She was in her manual wheelchair, trying to get stuff out of the refrigerator and had inadvertently pulled a shelf off that spilled food all over the floor. Fortunately, most of it was still in containers or wrapping. I reminded her about using her call light. She did not know where her pendant was, but yet she did have it on her person. She continues to get herself around in her manual wheelchair. She was a little upset that she had forgotten her hair appointment today. She has every Wednesday beauty shop appointment, but stated she does not know what happened, she just missed it. She states that she feels good most of the time, sleeps through the night. She has not had any falls within the last couple of weeks. Staff do state that they need a sit-to-stand lift for her because she is becoming more than a two-person transfer assist and she is not able to contribute to standing or transferring. Over the past four to six weeks, she has had progressive declines in different areas such as duration of propelling her manual wheelchair, safety in self-transferring and safety in doing her own personal care such as toileting. She has become more incontinent as opposed to being toileted by staff. 
DIAGNOSES: Severe Alzheimer’s disease, increased distractibility and agitation, gait instability – requires a manual wheelchair that she can propel with her feet, hyperlipidemia, lumbar disc disease, sleep apnea, depression, atrial fibrillation, carotid artery stenosis, and DM II.

MEDICATIONS: Unchanged from 05/07/25 note.

ALLERGIES: NKDA.

DIET: Diabetic diet.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:

GENERAL: Frail elderly female seen in her apartment. She was a bit scattered in her thought and speech. She had food on the floor with the refrigerator door open.

VITAL SIGNS: Blood pressure 142/70, pulse 78, temperature 97.0, and respirations 18.

HEENT: She wears corrective lenses. EOMI. PERLA. Nares patent. Moist oral mucosa.

NECK: Supple. Clear carotids.

RESPIRATORY: She wants to talk during the respiratory exam and I told her she just needs to focus on breathing in and out and finally she was able to do that. Her lung fields were clear. No cough.

CARDIOVASCULAR: She has an irregular rhythm at a regular rate. No murmur, rub, or gallop.

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

NEURO: Orientation to self and Oklahoma. She will just start talking and ramble on, going from one thing to the other. It is difficult to redirect her. She is apologetic when she thinks she has done something that is annoying. 
ASSESSMENT & PLAN:
1. DM II. Her most recent A1c on 07/09/25 was 6.8, so she has good control. Continue on Lantus 20 units q.d. 
2. Gait instability with decreasing weightbearing and standing ability. I have ordered a sit-to-stand for the patient and contacted her son/POA Brett Fleener about all of the above issues, her dementia progression, her limited weightbearing capacity at this point and difficulty with transferring. He sees it and is aware of it, just feels bad for the staff as well as for his mother and then I brought up hospice and talked to him about the benefits of hospice and the fact that she will likely qualify given the declines already mentioned. He is open to that. So, I am writing an order for Valir Hospice to evaluate and follow the patient. 
CPT 99350 and direct POA contact 15 minutes
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
