


PROGRESS NOTE

RE: Blanche Colorado
DOB: 07/02/1944
DOS: 03/03/2025
Jefferson’s Garden AL

CC: Lab review.
HPI: An 80-year-old female who was seen at Mercy last month 01/31/25 diagnosed with a UTI and treated with Keflex 500 mg q.8h. for seven days. The patient states she feels that is resolved. She has no dysuria. Does complain of frequent urine output without blood or mucus. She is sleeping through the night. Her appetite is fair. She spends most the time in her room to include for meals. The patient is particular about what she will eat so daughter brings her things that she can freeze and while she will take meals from the dining room generally picks at them and then eats what her daughter has brought. She comes out of room in the evenings and propels herself I think for activity and just to get a change of scenery. The patient has had no recent falls, sleeps through the night, able to ask for what she needs.
DIAGNOSES: Generalized anxiety disorder, RLS, atrial fibrillation, insomnia, HTN, GERD, osteoporosis and recently diagnosed psychotic mood disorder.
MEDICATIONS: Unchanged from 02/03 note.
ALLERGIES: FENTANYL.
DIET: Regular. No pork and gluten-free.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:
GENERAL: The patient in pajamas in room and then later in pajamas with her robe on propelling herself around the unit.
VITAL SIGNS: Blood pressure 120/70, pulse 78, temperature 98.0, respirations 19, O2 sat 96%, and weight 127 pounds, which is a weight gain of 2.2 pounds.

HEENT: She has very thin hair, straight that is generally brush down. Wears corrective lenses. EOMI. PERLA. Anicteric sclerae. Nares patent. Moist oral mucosa. The patient has bilateral hearing aids that she wears intermittently.
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MUSCULOSKELETAL: She gets around in manual wheelchair that she propels. She self-transfers. No recent falls. Moves limbs in a normal range of motion. No lower extremity edema.

CARDIAC: She has an irregular rhythm at a regular rate without murmur, rub or gallop.

SKIN: Warm and dry intact. No bruising or breakdown noted.

PSYCHIATRIC: She has a sense of humor as quite verbal. Can give information and ask information.

ASSESSMENT & PLAN:
1. Anemia. CBC shows an H&H of 10.2 and 33.5 with normal indices and platelet count.
2. Renal insufficiency. Creatinine is 1.23 with a BUN of 19. No comparison previous labs.
3. Hypoproteinemia. T-protein is 6.0 so I encourage the patient to increase her protein drink to on at least three days out of the week.
4. Albumin WNL at 4.2.
5. Renal insufficiency. Creatinine is 1.23 with a normal BUN. No comparison. Previous labs will monitor.

6. EKG it showed sinus bradycardia with a sinus arrhythmia and an inferior infarct age undetermined. UA was done, which was negative for UTI. The patient did receive Rocephin in the ER given that there were +1 WBCs in UA.

7. CXR review shows a normal CM silhouette with coronary artery stents noted left convexity of the lumbar spine and degenerative changes of the spine.

8. Status post UTI treatment. No dysuria or urgency. Feels back to baseline.

9. History of depression and anxiety this appears to be better. She is back to herself. Coming out when she chooses. She will interact with different people. Still has regained her sense of humor and her affect as often bright so will continue with things as they are.
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