


PROGRESS NOTE
RE: Peggy Foster
DOB: 07/27/1932
DOS: 02/16/2026
Rivermont MC
CC: Hospital readmit note.
HPI: A 93-year-old who was hospitalized at Norman Regional from 01/14/26 return 01/22/26 and this is my first time seeing her since her return as she returned after I had come for my January visit. The patient was in the dining room seated quietly just randomly looking around the ADON approached her and told her that I wanted to look at her feet and just make sure that they were continuing to heal and she was cooperative with that. The patient had no recollection of having met me previously. During patient’s hospitalization, she was found to have a UTI with ESBL E. coli and enterococcus. She had wound on both heels. They were addressed with antibiotic and heel floats. On hospital admit her WBC count was 24.2 and CK of 291. CT of the head showed chronic changes. No acute process. EKG showed atrial fibrillation with a rate of 99.
DIAGNOSES: Severe unspecified dementia with MMSC of 0, pelvic fracture occurring November 2025, gait instability, generalized muscle weakness, blepharospasm, anxiety and history of psychotic disturbance.
PAST SURGICAL HISTORY: Left hip ORIF, bilateral cataract extraction, D&C and lumpectomy.

MEDICATIONS: Abilify 2 mg q.d., lisinopril 5 mg q.d., Megace 10 mL (400 mg q.d.), Remeron 15 mg h.s. and MVI q.d.
ALLERGIES: AMOXICILLIN, SULFA and TETRABENAZINE.
DIET: Regular mechanical soft.
CODE STATUS: Full code and Amedisys PT is seeing patient.
PHYSICAL EXAMINATION:
GENERAL: Petite elderly female who was seen in the dining room. She was pleasant and cooperative.
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VITAL SIGNS: Blood pressure 146/83, pulse 94, temperature 98.0, respiratory rate 13, O2sat 96%, and weight 113 pounds.
CARDIAC: Regular rate and rhythm without murmur, rub or gallop.

RESPIRATORY: Normal effort in rate. Clear lung fields. No cough and symmetric excursion.

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

SKIN: The patient’s right heel she has a large coin-shaped eschar. No redness, warmth or tenderness. Her left heel was completely healed. Thin, but not boggy.

NEURO: She was alert and oriented x2-3. Speech is clear. Could give him some basic information and understood basic information given.

ASSESSMENT & PLAN:
1. Right heel with eschar continues to keep the area clean with heel floats when in bed and just a matter of time to heal and she does get wound care and then her left heel she receives skin prep q.d.
2. Intermittent cough this occurs around meal time or after she has had something to drink, so the question is whether she had to swallow study during hospitalization and looking at all the paperwork from Norman Regional there is no evidence of a swallow study having been done. For now, we will monitor patient’s coughing during meal time and if warranted will first look at a proper diet to decrease the cough and then may need to still do a swallow study.
3. Dementia. The patient’s MMSC on admit 12/08/25 was 0, so she does have severe dementia.
4. CMP review several abnormalities. BUN elevated at 27 with GFR of 49. Chloride and CO2 were high and low respectively and anion gap was 27. Encourage increased fluid intake.
5. Anemia. H&H are 11.0 and 35.1 with a macrocytic MCV of 101.4 could indicate B12 or folate and MVI would be adequate and is ordered. Platelet count slightly elevated at 450 most likely in response to inflammatory issues.
6. TSH review. The patient does not have a diagnosis of hypothyroid nor she is on levothyroxine etc. TSH is with WNL at 4.12 and screening A1c is 5.2 WNL.
CPT 99345
Linda Lucio, M.D.
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