


PROGRESS NOTE
RE: Rosemary Stem
DOB: 08/16/1929
DOS: 03/03/2025
Jefferson’s Garden AL
CC: Lab review.
HPI: A 95-year-old female seen in apartment that she shares with her husband. She had been out in the day area doing activity and asked me when I was going to see her so we did it then going to her room. The patient is generally in good spirits and talkative. She likes to be out on the unit doing whatever activity is available. She is a quite social person. The patient has DM II. She is on Basaglar insulin receives via KwikPen 5 units q.a.m. Overall in checking with the patient she states that she does get sleep through the night. She has nocturia, which is treated but not fully effective so she does get up to go to the bathroom and at this point she seems to have learned to live with it. Stating that she gets enough sleep to be okay the next day. The patient has a history of anxiety disorder and that is treated showing itself and that she is active and activities as well as socializing at mealtimes. She denies any falls. Appetite is good. No difficulty chewing or swallowing.
DIAGNOSES: Advanced unspecified dementia without BPSD, gait instability, has wheelchair used, peripheral neuropathy, anxiety disorder and hard of hearing, has hearing aids, HTN, hypothyroid, GERD and DM II.
MEDICATIONS: Unchanged from 02/04 note.
ALLERGIES: NKDA.
DIET: NCS.
CODE STATUS: DNR.
PHYSICAL EXAMINATION:
GENERAL: The patient has been dressed for the day. Seated in her wheelchair that she propels around. She is alert and interactive.
VITAL SIGNS: Blood pressure 110/70, pulse 70, temperature 97.4, respiration 18, O2 sat 96%, and weight 130.4 pounds.
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HEENT: EOMI. PERLA. Anicteric sclerae. Wears corrective lenses. Nares patent. Moist oral mucosa.

NECK: Supple. She has a mix between partials and native dentition. Denies any chewing difficulties and the patient wears a wig generally 100% of the time so it is in place and secured. She has alopecia occurring late in life of scalp.

RESPIRATORY: She has normal effort and rate. Lung fields are clear. No cough. Symmetric excursion. No SOB with activity or speech and is able to propel her manual wheelchair. The occasional stopping if she is SOB that however occurs infrequently.

CARDIAC: Regular rate and rhythm. No murmur, rub or gallop. PMI nondisplaced.

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

SKIN: Thin and dry. She has multiple scattered solar and senile keratosis on forearms, face and neck. There are no skin lesions that are tender bleeding or have been bothersome.

NEURO: The patient is oriented x2. She has to reference for date and time. Her speech is clear. She takes time to gather her thoughts. Can express her needs and understands generally what is said to her. Sometimes it has to be broken up so she can take it in.

ASSESSMENT & PLAN: A1c is 5.8 on Basaglar insulin 5 units q. a.m. She takes no other diabetic medication. There have been no incidences of hypoglycemia. Spoke with her about decreasing her insulin to a point to see whether she could go without it and she would like that for now will use the remaining KwikPen that she has then will reorder the Basaglar at 2 units q. a.m. We will monitor the patient’s weight, PO intake and watch for any polyuria. The patient is in agreement states that she would like to get off insulin tired of having the shots that would be a goal, but we have to wait and see.
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