


PROGRESS NOTE
RE: Julie Sumrall
DOB: 03/03/1940

DOS: 10/24/2023
Jefferson’s Garden AL

CC: 30-day followup.
HPI: An 83-year-old who had a recent left hip fracture; it was varus in deformity without dislocation and noted degenerative joint disease. The patient now gets around in a manual wheelchair, which she propels easily. She is also able to self-transfer. She denies hip or pelvic pain in particular of the left side. The patient states that she is sleeping well, appetite is good and has no untreated pain. She is very social, spends a lot of time out on the unit with other residents just talking both at mealtimes and in the evening.

DIAGNOSES: Gait instability, transports self in wheelchair, osteoporosis, recent T10-T11 vertebral fracture post fall, unspecified dementia stable, insomnia, seasonal allergies, and depression.

MEDICATIONS: Fosamax q. Monday, docusate 100 mg b.i.d., Haldol 0.5 mg 6 p.m., levothyroxine 25 mcg q.d., Claritin decreased to 10 mg q.d., Singulair 10 mg h.s., Protonix 40 mg q.d., PEG powder b.i.d., KCl 20 mEq q.d., Zoloft 150 mg q.d., tramadol 50 mg one tablet b.i.d., and D3 1000 IU q.d.

ALLERGIES: MEPERIDINE.
DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:
GENERAL: Well-developed and nourished patient observed propelling herself around in her wheelchair. When seen, she makes eye contact, smiles, she remembers me, did not recall my name.
VITAL SIGNS: Blood pressure 130/80, pulse 63, temperature 98.1, respirations 18, and weight 132 pounds.
CARDIAC: Regular rate and rhythm without murmur, rub, or gallop.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.
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NEURO: Speech is clear and able to give information, but has clear short and long-term memory deficits. Asks questions and will comment if she did not understand the information or needs to have it repeated. Affect is appropriate to situation. The patient is social, sits with a group of people at meals and is interactive and attends activities, seems to enjoy being social. There are times when she is quiet and wants to just up be in her room and occupy her own free time.

SKIN: Warm, dry, and intact with good turgor.

ASSESSMENT & PLAN:
1. Medication review. Discontinued two nonessential medications and decreased Claritin, which was at 10 mg b.i.d., in her age group it should only be 5 mg q.d. Once she is down to taking it just once a day, then we will decrease the dosage to 5 mg.

2. HTN. Review of BPs, have been well controlled. The only BP med she is on is 2.5 mg of amlodipine. I am holding that for two weeks with daily BP checks and, if it is within normal parameters, we will discontinue amlodipine.

3. General care. She is past due for annual labs; CMP, CBC, and TSH ordered.
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