


PROGRESS NOTE

RE: Norma Yocum
DOB: 07/02/1931
DOS: 02/16/2026
Rivermont MC
CC: Routine followup.

HPI: A 94-year-old female observed in the dining room. She was seated at her usual table. She was reading what was written up on the chalkboard earlier she had been doing that and it was annoying to one of the residents who kind of got on to her about doing that. She was quiet for a while, but then was receptive to talking with me. The patient continues to come out for all meals will sit around other residents during activities. She tends to observe more than participate. She is compliant with care to include taking her medications. Overall, staff report a subtle decline where she has decreased PO intake and has complained of generalized pain and hurting, which she did not do before. She continues to read and will read aloud from a magazine or whatever is written up on the chart board.
DIAGNOSES: Severe unspecified dementia with staging, chronic pain management, HTN, glaucoma, anxiety disorder, constipation, and depression.
MEDICATIONS: ABH gel 125/1 mg for 0.5 mL one mL topical q. a.m., brimonidine eye drop one drop OU b.i.d., BuSpar 7.5 mg one-tab h.s., Norco 5/325 mg one-tab t.i.d., metoprolol 25 mg one-tab b.i.d., Senna plus one-tab b.i.d., Zoloft 25 mg 6 p.m. and PEG powder q. a.m. MWF.
ALLERGIES: CLINDAMYCIN and MEPERIDINE.
DIET: Mechanical soft regular with thin liquid.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Petite and pleasant female who was well groomed seated at her same table spot and reading a magazine.
VITAL SIGNS: Blood pressure 145/78, pulse 77, temperature 97.7, respirations 18, O2 sat 97%, and weight 103 pounds stable, which is 5-pound weight gain from last month.
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NEURO: It took a minute to convince her to visit with me and that I would then go on my way. She said will sure and I was able to examine her. She made brief eye contact and then turned to the magazine that she was reading. Her speech was clear and she seemed to be in her own little space. Orientation is to self in Oklahoma. She is quite social. Will engage with other residents though that has changed somewhere she is now more to herself.
MUSCULOSKELETAL: She is in a manual wheelchair that she can propel using her feet. She self-transfers. Has no lower extremity edema. Moves arms in a normal range of motion. Has good grip strength. She has no lower extremity edema. Intact radial pulses.

SKIN: The patient had a lot of scaling posterior to the right ear and to include the outer ear. Triamcinolone cream was ordered to be placed a.m. and p.m. until resolved and today the skin appears to be somewhat new skin with no scaling. Skin is intact. Nontender. No warmth or redness and the front hairline midline. There is reddened area that is a well circumscribed nontender. No drainage. No warmth.

CARDIAC: Regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

RESPIRATORY: Normal effort in rate. Lung fields clear. No cough. Symmetric excursion.

ABDOMEN: Flat and nontender. Hypoactive bowel sounds present. No masses.

ASSESSMENT & PLAN:
1. Skin issues. The redness and scaling of the right ear and posterior to it. Has been treated and improved and now will decrease the TCM cream to thin film p.r.n. for any noted scaling and thin film of nystatin cream will be placed on the scalp midline area.
2. Hypertension. BP managed with 25 mg to metoprolol b.i.d. review of her blood pressures out of two weeks shows two BPs systolic of 153/60 at this point. No change in her BP med.
3. Severe unspecified dementia. The patient continues in the staging process. She is quieter when verbal it is usually random and not directed toward anyone. Her eye contact with other people has decreased PO intake is decreased though she has gained some weight recently. We will just continue to follow there has been no negative behavioral changes.
CPT 99350
Linda Lucio, M.D.
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