


PROGRESS NOTE

RE: Delia Fontenot
DOB: 01/08/1938
DOS: 10/15/2025
Rivermont MC
CC: Cough and congestion.

HPI: An 87-year-old female with severe Alzheimer’s disease was sitting in the dining room visiting with other residents after lunch. The patient was seated quietly looking at the other two residents at the table. She appeared to be listening and smiled, but was not speaking. She was receptive to visiting with me. She was well dressed. I could tell she had washed her hair and it was all fluffy and curly and she seemed to be in good spirits. I asked her how she was doing and she said okay. I asked if there was anything that was bothering her and she said no and then as time went along, she had an intermittent hoarse cough, but nonproductive. She then looked at me and she told me I do have something wrong. I had this cough and I am stuffed up. She could not tell me how long it had gone on. She had not received any kind of treatment for it and whether she had any sinus drainage or expectorant, I asked her she was bringing up any thick stuff from her throat or blowing her nose and she states that no, but she wanted to get rid of it. Overall, the patient remains at her baseline. She is doing just really well. She sleeps through the night, for the most part comes up for meals. She goes to activities. If she does not participate, she will observe. Her demeanor is just very kind of calm and pleasant and she blends in with other residents. Staff states that she is compliant with care. 
DIAGNOSES: Severe Alzheimer’s disease, depression/anxiety, psoriasis, nondisplaced fracture of the left radius of left hand – this occurred in July, depression/anxiety, myalgia, and psoriasis.

MEDICATIONS: Tylenol ER 650 mg b.i.d., docusate one capsule q.d., Pepcid 20 mg b.i.d., levothyroxine 25 mcg q.d., Ativan 0.75 mg b.i.d., olanzapine 7.5 mg a.m. and h.s., Nystatin powder under breasts q.a.m., Zoloft 50 mg q.d., temazepam 15 mg h.s., tramadol 50 mg b.i.d., and Visine Dry Eye Relief two drops OU a.m. and h.s.

ALLERGIES: SULFA, METHOTREXATE, TRICOR, ESTROGEN, RALOXIFENE, and STATINS.
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DIET: Regular with thin liquid.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: She is seated quietly, but pleasant when approached. 

VITAL SIGNS: Blood pressure 125/79, pulse 77, temperature 97.6, respirations 18, O2 sat 98%, and weight 120 pounds, a weight loss of 4 pounds in three months.

HEENT: Full thickness hair. EOMI. PERRLA. Nares patent. Moist oral mucosa. 

NECK: Supple with clear carotids.

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

CARDIOVASCULAR: Regular rate and rhythm without murmur, rub, or gallop.

MUSCULOSKELETAL: She is thin, ambulates independently, and moves arms in a normal range of motion. No lower extremity edema. The patient is right hand dominant, so I do not see a lot of movement or use of her left hand and this is the hand where she had a radial wrist fracture.

PSYCHIATRIC: The patient is generally quiet around other people until someone initiates contact with her and then she will talk or participate in a low-key manner. She is pleasant. She has a sense of humor. Content of what she says can be random.

SKIN: Warm, dry and intact with good turgor. 

ASSESSMENT & PLAN:
1. History of radial left wrist fracture. I am going to do x-ray followup just to assess that things have healed properly. 
2. Medication review. I am decreasing Pepcid to one tablet q.d. 
CPT 99350
Linda Lucio, M.D.
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