


PROGRESS NOTE

RE: Lavon Raymond
DOB: 02/12/1929
DOS: 10/14/2025
Rivermont AL

CC: Cognitive decline.

HPI: A 96-year-old female with primary diagnoses are cardiac related but starting the beginning of this year there were some evidence of behavioral issues with agitation and irritability forgetting how to do things like use her call light and that has progressed to the patient’s staying in her room with the door opened. She has access to the hallway and just keeps an eye on what is going on and we can also keep an eye on her. She requires assist with personal care and when she is in a wheelchair she propels herself around the rooms, but stays in it. She will come out occasionally for meals. She is encouraged to come out each time and has become more cooperative with that. Until that her mood fluctuates and it is difficult to assess what it will be today going into her room. She wanted to talk and it was evident when she started talking that she was having a difficult time. She essentially while she was speaking it was nonsensical and just a few words at a time and then she was able to like motion from her head to her mouth and then no and I said you are having a problem with getting the words appear to come out and she shook her head yes. I am told that that has been going on for some time, but is more recent than other things that we see. Son Douglas is her POA and he comes and visits her frequently. She today seemed in good spirits and I am glad for that with the word apraxia evident on myself and nurse just sat with her and reassured her that everything was okay to just take her time. There was no rush and within a few minutes she did start talking and it was slow, but clear and makes sense. She just seemed relieved once she had gotten out what she was wanting to say. I scanned around the room the nurse saw two boxes of melatonin which she has not been prescribed so they were taken the concern was that she self administering and may be accounting for some of the days that she seems out of it. The patient also had gummy berries spread out on one of her dresser countertops and when I asked what they were for she just said candy. We spent at least 20 minutes with her she was in good in spirits throughout the time. Her speech had become notably better and we were able to communicate with her as well as her with us. She states she feels good. She is sleeping well at night. She has got a good appetite and comes out to meals. I observed her willing herself out to both lunch and then dinner and there have been no recent issues with her in a behavioral perspective.
PRIMARY DIAGNOSES: Senile dementia of the brain with comorbidities of anxiety, depression, polyarthritis, atrial fibrillation and hyperlipidemia.

MEDICATIONS: ASA 81 mg q.d., Banophen 25 mg p.r.n. for pruritus only, Norco 5/325 mg one tablet 8 a.m., 2 p.m., and 8 p.m., levothyroxine 125 mcg q.d., magnesium 250 mg q.d., Toprol 100 mg q.a.m., PEG Solution q.d., KCl 20 mEq q.d., Senna p.r.n., torsemide 20 mg at 8 a.m. and 2 p.m., and trazodone 150 mg h.s.
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ALLERGIES: CLINDAMYCIN, ENALAPRIL and CELEBREX.

DIET: Regular with thin liquid.

CODE STATUS: DNR.

HOSPICE: She is now followed by Valir Hospice as of 07/11/2025.

PHYSICAL EXAMINATION:

GENERAL: Elderly female, chronically ill-appearing, seated in a wheelchair, was cooperative after initially being a bit confused.

VITAL SIGNS: Blood pressure 136/63, pulse 75, temperature 97, respirations 18, and O2 sat 97%, and weight 150 pounds, a weight gain of 5 pounds since 08/15/25.

HEENT: Hair up in a turban as per usual. Corrective lenses worn. EOMI. PERRLA. Anicteric sclerae. Nares patent. Slightly dry oral mucosa.

RESPIRATORY: She had a normal effort and rate. She was able to do deep inspiration. Lung fields were clear.

CARDIAC: Regular rate and rhythm without murmur, rub, or gallop.
ABDOMEN: Slight protuberant, soft and nontender. Bowel sounds present.

MUSCULOSKELETAL: Intact radial pulses. Lower extremities: She has +3 edema of her right lower extremity and +2 to 3 on the left lower extremity. There is a compression wrap on her left leg. The skin on the right is very thin, shiny and hairless but intact, nontender to palpation. No warmth.

NEURO: The patient is oriented to self and Oklahoma. She remembered that I was her doctor. She is soft spoken, but speech was clear and coherent to the situation. She became more interactive as time went on, but most notable was word apraxia that she had going on initially and with some time her speech then returned to be clear and coherent and she was still slow in some responses that were made.
ASSESSMENT & PLAN:
1. Senile dementia of the brain with progression, word apraxia is a marker of that and I reassured her that when she finds herself in that situation because she is very aware of witnessed anxiety provoking that she needs to try and relax because that will be the best way to kind of start regaining her normal speech back. She was pleased to hear that and nodded her head as though she would try it.
2. Medication review. There are some medications that repetition of things that she has are similar and so to that effect I have discontinued Benadryl and hydroxyzine.
3. Hospice care. I explained to the patient their role and that they are benefit to her and any questions she has of them she can certainly ask and they will contact me if they need to.
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