


PROGRESS NOTE
RE: Doris Warner
DOB: 10/19/1932
DOS: 01/19/2026
Rivermont MC
CC: Routine followup.
HPI: A 93-year-old female seen in the dining room, she was not there for the initial part of my visit and then appeared shortly before lunch was to be served. She was quiet, sat at her usual spot, looked around. When I asked to examine her, she did not seem to understand and I just told her what I wanted to do and that it would be over quickly and she stated okay then. Overall, the patient has had no falls or other acute medical issues this past quarter. On 09/05/2025, the patient did have separation of her left AC joint and was found to have a closed left clavicular fracture. The patient was also treated for acute cystitis with hematuria that has not recurred since. The patient’s dementia is advanced, she is not able to give information about herself or otherwise.
DIAGNOSES: Severe unspecified dementia, now uses a manual wheelchair, is transported as she is no longer able to propel it and loss of independent ambulation, decreased verbalization, is primarily nonverbal, left eye ectropion, insomnia and depression by history.
MEDICATIONS: Tylenol 650 mg at 12 a.m., 6 a.m., noon and 6 p.m., EES ophthalmic ointment thin film to left eye h.s., melatonin 3 mg one tablet at 6 p.m., MOM 30 mL, q. MWF, Remeron 7.5 mg one tablet q.p.m., and prenatal MVI q.d.
ALLERGIES: NKDA.
DIET: Minced moist with thin liquid; resident uses a scoop plate and she has one bottle of Boost two times daily.
CODE STATUS: DNR.

HOSPICE: Followed by Valir Hospice.
The patient is receiving restorative PT through Amedisys.
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PHYSICAL EXAMINATION:
GENERAL: Petite elderly female who is just looking about randomly. No expression on her face.
VITAL SIGNS: Blood pressure 152/87, pulse 71, temperature 97.7, respiratory rate 18, O2 saturation 98%. Weight not available.
RESPIRATORY: The patient does not understand deep inspiration, so I just approached her by laying my stethoscope on her back and just watched her as she was coloring and so listened to her lung fields that way. They were clear. She had no cough and symmetric excursion, but decreased bibasilar breath sounds secondary to effort.

CARDIAC: She has an irregular rhythm at a regular rate. No MRG. PMI nondisplaced.

ABDOMEN: Scaphoid. Nontender. Normal bowel sounds noted without masses.

MUSCULOSKELETAL: She is thin. Moves arms in a normal range of motion. She is weight bearing, seated in her manual wheelchair, she is clearly unable to propel it and she cooperates with being transported. The patient is able to weight bear and will self-transfer, but staff remind her to always ask for assist. She has no lower extremity edema.

NEURO: She makes brief eye contact. Does not speak much at all, will utter or nod her head, not able to give information and unlikely that she understands much of what is stated to her. She is generally cooperative and she does still like to come out and socialize with her other tablemates, but she notably is less verbal.
SKIN: Very thin and fragile. No breakdown or bruising noted.

PSYCHIATRIC: The patient likes doing things on her own though she does need direction and monitoring for safety. So, staff are discreet about it and it is unusual for her to ask for help.

ASSESSMENT & PLAN:
1. Unspecified dementia, recent staging puts are now in the severe category. There are no significant behavioral issues. She still has her same little group of friends. She comes out for meals, is less talkative and not able to get herself around in her manual wheelchair like she used to.
2. Weight fluctuation. On 12/10/2025, the patient’s weight was 88 pounds, which is a 5-pound weight loss from the previous month. The most recent weight that I have listed is from 01/15/2026, when she weighed 84 pounds, which is a 4-pound weight loss from her December weight. We will ask staff to weigh her tomorrow and we will look at starting one Boost daily.
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Linda Lucio, M.D.
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