


PROGRESS NOTE
RE: Betty Birch
DOB: 08/18/1928
DOS: 12/08/2025
Rivermont AL
CC: Routine followup.
HPI: A 97-year-old female seen in her apartment, the patient was alert and quite engaging. Staff tell me that she comes out for meals as well as activities; when she needs help, she will ask for it. She has established a new pattern of sleeping in later than what she had when she first got here. Sometimes, she will make it to breakfast and other times she will not and she states that she is okay with that. The patient denies pain, constipation and she remains continent of bowel and bladder.
DIAGNOSES: Unspecified dementia was MCI with progression, BPSD has subsided, atrial fibrillation, depression, GERD, and overactive bladder.
MEDICATIONS: Tylenol 650 mg ER 9 a.m. and 6 p.m., ASA 81 mg q.d., MVI q.d., CoQ10 100 mg q.d., digoxin 0.125 mg q.a.m., Prozac 20 mg q.d., Lasix 20 mg q.d., levothyroxine 50 mcg q.d., lidocaine patch to affected areas on in the a.m. and off at h.s.; use primarily on her knees, Claritin-D one p.o. q.d., magnesium 250 mg q.d., melatonin 5 mg tablets one at 6 p.m., Myrbetriq 50 mg q.d., Prilosec 20 mg q.d., tramadol 50 mg 6 a.m., 12 noon, 6 p.m. and midnight, and vitamin C 500 mg q.d.
ALLERGIES: HYDROCODONE and NSAIDs.
DIET: Mechanical soft regular with thin liquid.
CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Pleasant female seen in her apartment. She was engaging and cooperative.
VITAL SIGNS: Blood pressure 137/75, pulse 78, temperature 97.7, respiratory rate 17, O2 sat 98% and weight not available.
HEENT: Hair combed. EOMI. PERLA. Nares patent. Moist oral mucosa.

NECK: Supple with clear carotids. No LAD.

CARDIOVASCULAR: An occasional irregular rhythm at a regular rate without murmur, rub or gallop. PMI nondisplaced.
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RESPIRATORY: Normal effort and rate with clear lung fields. No cough and symmetric excursion.

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

MUSCULOSKELETAL: The patient ambulated independently in her apartment; outside of it, she has a walker that she uses, she appears fairly adept at using it. Good grip strength. Bilateral lower extremities with compression hose in place.
SKIN: Warm, dry, and intact with fair turgor. No bruising or breakdown noted.
PSYCHIATRIC: The patient is social and engaging. This evening, she was sitting having dinner; she was one of the last ones out for the meal and I commented that she was not hearing well and it turns out with someone looking that; she had got a new set of hearing aids and one of them was on the floor under the table, it was retrieved and placed back in and she stated that it made a whole bunch of difference.
ASSESSMENT & PLAN:
1. Med review. The patient has a multivitamin and so I am discontinuing vitamin C and melatonin, which is a bit random in how it is given, but she reports having no difficulty going to sleep at night.
2. Pain management. At the last visit, the patient’s tramadol 50 mg was changed to q.6h. and it seems to be working much better for her. She did not even bring up pain other than to say she had none. She remains at 200 mg, so 100 mg below the max recommended dose for her age.

3. Social. The patient asked me as I was leaving the room if it was okay for her to go spend weekends with her daughter and I told her that if that was okay with the daughter that she can contact us and let us know when that might occur, so that we could have her medications ready to take with her. She has not talked to her daughter about it at all and so it is another surprise that she will be springing on her daughter and it is also consistent with the progression of her dementia, that impulsivity.
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