


PROGRESS NOTE

RE: Linda Griffin
DOB: 10/21/1946
DOS: 03/28/2025
Radiance MC
CC: BP medication review.

HPI: A 78-year-old female with advanced unspecified dementia and hypertension is seen today. She generally stays in her apartment. She propels herself out in a manual wheelchair. She does likes to be transported by others, however. Staff state that she is pleasant, cooperative, and sometime she goes on these verbal tangents, but they are not sure what she is talking about, but she is having a big conversation, angry, or agitated. Regarding her hypertension, there will be an adjustment in the dosing times of medications. Currently, she is receiving all of them at the same time without a recheck of her blood pressure after receiving medication. 
DIAGNOSES: Advanced unspecified dementia, hypertension, DM-II, OA with chronic pain, glaucoma, gait instability uses manual wheelchair.

MEDICATIONS: Tylenol 500 mg t.i.d., ASA 325 mg q.d., Lipitor 40 mg h.s., Cran capsule q.d., glipizide 7.5 mg t.i.d. a.c., Lantus 45 units q.a.m., Remeron 7.5 mg h.s., Ozempic 2 mg/3 mL 0.5 mL q. Wednesday, B12 1000 mcg q.d., D3 1000 IUs q.d., and vitamin C 500 mg q.d. 
ALLERGIES: NKDA.

DIET: Low-carb.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient observed in memory care. She was in a group with other residents watching TV and then later wandered over to me and asking me to sit with her. She did not know my name or what I did, but there was a familiarity evident.
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VITAL SIGNS: Blood pressure 133/64, pulse 73, temperature 97.7, and respirations 18.

RESPIRATORY: She has a normal effort and rate. Lung fields are clear. Symmetric excursion. She does not understand command to do in and out deep inspiration.

CARDIAC: Regular rate and rhythm without murmur, rub, or gallop. 

MUSCULOSKELETAL: She is weightbearing for assisted transfers. She is in a manual wheelchair that she can propel with using her feet. She has good neck and truncal stability and is not independently ambulatory.

NEURO: Orientation is x1. She is a social person. She is verbal. Speech is clear, but it is random, unable to answer questions or voice her need. She is animated. She smiles a lot and cannot follow direction, but it requires repetition. 

SKIN: Warm, dry and intact. Good turgor. No bruising noted.

ASSESSMENT & PLAN:
1. Hypertension. There is a new dosing times for her medications and they will be as follows: Atenolol 100 mg will be given q.a.m., losartan 100 mg at 8 p.m., nifedipine 90 mg ER to be given at 5 p.m. and blood pressure and heart rate will be checked b.i.d. for the next 30 days and then I will review and make any needed adjustments. 
2. DM-II. The patient’s last A1c on 03/05/2025 is 7.5 for her age. Target range is 7 to 7.5. So, she is just on the upper edge of target range. I am increasing glipizide to 10 mg q.a.m. and dinner and the goal will be to try to get her off insulin if possible.
3. Annual labs. The patient’s last CMP and CBC were on 08/25/2023 which showed anemia, significant volume contraction. I am ordering both labs and we will review when available.

4. Advanced unspecified dementia. It appears stable at this time. She requires assist with 4/6 ADLs. She is able to propel her manual wheelchair and can feed herself. 
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