


PROGRESS NOTE

RE: Mary Lou Robertson

DOB: 07/27/1932

DOS: 02/14/2023

Rivermont AL

HPI: A 90-year-old seen in room. When I was here last visit, she wanted to talk to me when I was going to MC and it was about not sleeping despite her trazodone being increased to 200 mg h.s. She had for years, by her report 25 years has been on Ambien at home. It was discontinued during her hospitalization that was part of her admission here. She was sleepwalking and fell broke her hip and it was discontinued as it also contraindicated for her age group. I asked her how she was doing she said I am sleeping better. So things are better and I was happy to hear that and just left it as I did not want to go into deep discussion. Staff tells me that she is coming out for meals and she will ask for what she needs and is insistent about things becoming more patient. When I asked if she had anything she needed as she stated everything was okay. She did bring up her toenails needed trimming. When the podiatrist was here last month she was out for an appointment so she missed being seen.

DIAGNOSES: Vascular dementia mild, CHF, CAD, asthma, lupus, insomnia, macrocytic anemia, and allergic rhinitis.

ALLERGIES: BONIVA and CRESTOR.

DIET: Regular with thin liquid.

CODE STATUS: DNR.

MEDICATIONS: Trazodone 200 mg h.s., Tylenol 1 g t.i.d., ASA 81 mg q.d., calcium 600 mg q.d., Plavix q.d., probiotic q.d., folic acid and methotrexate 20 mg q. Friday.

PHYSICAL EXAMINATION:

GENERAL: The patient appeared more relaxed and well groomed seen in room.

VITAL SIGNS: Blood pressure 131/64, pulse 66, temperature 96.6, respirations 16, and weight 129 pounds, which is weight gain of 7 pounds since last visit.
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CARDIAC: Regular rate and rhythm. No MRG. PMI nondisplaced.

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

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

MUSCULOSKELETAL: She moves limbs in normal range of motion. No LEE. Fairly good muscle mass and motor strength. She self transfers and ambulates with a walker.

SKIN : Warm, dry and intact with good turgor.

NEUROLOGIC: Makes good eye contact. Ask appropriate questions and appears to understand given information. Makes her needs know and orientation x 2-3.

ASSESSMENT & PLAN:
1. Gait stability has improved. She is not favoring her left hip and she walks in appropriately somewhat slow pace.

2. Lupus. No flares and continues on regimen per her rheumatologist and unclear if and when she has followup.

3. Chronic seasonal allergies those do not appear to be a big issue at this point in time.

4. General care. Baseline labs will be drawn for facility chart.
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