


PROGRESS NOTE

RE: Cleo Crothers
DOB: 07/21/1948
DOS: 07/28/2025
Radiance AL
CC: 90-day note.

HPI: A 77-year-old female who is being seen for the first time. She has in the past been followed by a community physician Dr. Sally Tan and it has been greater than 90 days since she was last seen. Family is requesting PT and OT for the patient and at this point she clearly qualifies for home health. The patient was pleasant and cooperative, was able to give information and an MMSE was administered.
DIAGNOSES: Parkinson’s disease, vasomotor symptoms secondary to menopause, restless legs syndrome, hypertension, and allergic rhinitis.

MEDICATIONS: Sinemet 50/200 mg one p.o. t.i.d., estradiol cream 0.1 mg 0.5 g per vagina on Tuesdays and Thursdays, MiraLAX p.o. q.a.m., pramipexole 0.75 mg one p.o. t.i.d., and telmisartan 40 mg one p.o. q.d.

ALLERGIES: PCN.
DIET: Regular.

CODE STATUS: Full code.
The patient has had an ER visit on 08/08/25 secondary to a fall where she hit her face and ended up with facial bruising and she was also diagnosed with acute cystitis without hematuria and sent on Keflex 500 mg one tablet q.i.d. for seven days.
REVIEW OF SYSTEMS: The patient wears reading glasses. She denies problems with hearing. She does not wear hearing aids. She has native dentition. No difficulty chewing or swallowing except she later adds that she occasionally does have problems with swallowing. She is incontinent of bladder and continent of bowel. She has gait instability. She has a manual wheelchair that she propels herself in. In the past, neurologist, Dr. Khan has followed her. The patient requires transfer assist.
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Blood pressure is generally well controlled and she was diagnosed with Parkinson’s in 2015 and she denies having a tremor of upper extremities and hot flashes have resolved since she has been using the estradiol cream. The patient is now being seen by Dr. Sandeep Chopra, a neurologist who is following her for Parkinson’s disease.
PHYSICAL EXAMINATION:

GENERAL: The patient is in her manual wheelchair doing activity, but was agreeable to being seen.

VITAL SIGNS: Blood pressure 71/40, pulse 52, temperature 97.4, and respirations 17.

HEENT: She has full-thickness hair that is combed. EOMI. PERLA. Anicteric sclera. Nares patent. Moist oral mucosa.

NECK: Supple. Clear carotids. No LAD. There is no longer any evidence of facial bruising.

RESPIRATORY: Normal effort and rate. Lung fields clear. No cough and symmetric excursion.

CARDIAC: She had a regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

ABDOMEN: Protuberant and nontender. Hypoactive bowel sounds present.

MUSCULOSKELETAL: Propelled herself in her manual wheelchair. It was a bit slow going. She has bilateral LE. Trace edema ankle to distal pretibial area. She moves arms in a normal range of motion. Good grip strength. The patient can weight bear for transfers; however, she acknowledges that she does not feel safe doing that, so she now calls staff to come and assist which I told her a wise move. I noted that there was no upper extremity tremor.

SKIN: Warm, dry and intact with good turgor.

PSYCHIATRIC: She appears to be in good spirits and kind of easy going.

ASSESSMENT & PLAN:
1. Parkinson’s disease. Continue with current medications and followup with neurologist. She did see Dr. Chopra and it is likely that he was doing a followup from the ER and she will be then seen by Dr. Ahmed Tariq who is a neurologist and that appointment is scheduled for 11/12/25 at 1:15 at SSM Health.
2. Social. We will contact the patient’s son regarding today’s visit and answer any questions he may have.
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