


PROGRESS NOTE

RE: Janice Smart

DOB: 07/29/1951

DOS: 07/26/2025
CNH

CC: Medication review.

HPI: A 73-year-old female who is seen in the day area. She was pleasant and interactive. Initially, she did not recall who I was and was a little worried, but the ADON reassured her and reminded her and things were fine from there. The patient is in a Geri chair. She has to have assistance with transport and she is able to ask for that help when she needs. She has had no falls or other acute medical events. I had reviewed some of her medications last week and was waiting to see which ones she would continue to refuse and that has come down to her Lasix and KCl.

DIAGNOSES: Severe dementia unspecified, glaucoma, HTN, polyneuropathy, and DM II.

MEDICATIONS: Unchanged from 06/23.

ALLERGIES: NDKA.

DIET: Regular with inconsistency.

CODE STATUS: Full code. DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient seated in her Geri chair, she was quiet but looking around.
VITAL SIGNS: Blood pressure 121/66, pulse 75, temperature 97.1, respirations 19, and O2 saturation 96%.

NEURO: I made eye contact with her and I spoke to her she looked back at me but did not have any response. She also was compliant with exam did not resist and she could not give him any information.

HEENT: EOMI. PERLA. Nares patent. Moist oral mucosa. Native dentition.

CARDIAC: She has an irregular rhythm at regular rate.

RESPIRATORY: She has a normal effort and rate decreased bibasilar breath sounds secondary to decrease effort. No cough and symmetric excursion.

ABDOMEN: Soft, bowel sounds present without distention or tenderness.
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MUSCULOSKELETAL: She had decreased neck and truncal stability thus the Geri chair, which helps with that lack of support. No lower extremity edema is a full transfer assist. She is able to feed herself.

NEURO: Orientation is difficult to assess x1 possibly x2 primarily nonverbal. She can speak on occasion but it is difficult to understand.

SKIN: The patient is bed bound and has dressing over pressure points that have been worn down now so she has protective covering over bilateral heels over her hip areas and on her coccyx and sacrum as her sacrum is in areas to the bone.

ASSESSMENT & PLAN:

1. Consistent medication refusal given that after discussion with the nurse. I am discontinuing Lasix, KCl ER, metformin, MVI, and arginine. I am changing melatonin to 10 mg h.s. as patient has taken it the last couple of nights.

2. Code status. There is a DNR form in patients chart where her POA Candace Frederick signed the form patient did not but it is not required either so she needs to have a positive DNR code status and that orders written. I will also fill out a physicians form from the DNR and it will get back to the facility on Monday the 28th.

CPT 99350 and advance care planning 83.17.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

