


PROGRESS NOTE
RE: Neola Stephens
DOB: 01/13/1942
DOS: 07/07/2025
Rivermont AL
CC: Routine followup.
HPI: The patient is an 83-year-old female seen for general followup. The patient is pleasant. She walks into the room and sits down and asked me what I need to know. So, we talked about sleeping, pain management, appetite etc., she states she sleeps like a baby, she has got a good appetite, she does not have any pain, but stated she knows she has Tylenol if she needs it and she does. She has had no falls or other acute medical issues. The patient is very social on the unit. She actually will teach other residents how to play different card games so that they can interact not only with her, but with each other if she is not around and they seemed to really enjoy it. At mealtime, she will sit with different people and I have observed her just interacting and seeming to have fun with them. I also reviewed medications with the patient and specifically her B12 injections and the lab that was drawn was reviewed with her.
DIAGNOSES: History of B12 deficiency, MCI with an MMSE of 23, DM II, HLD, GERD, major depressive disorder and history of hypokalemia.
MEDICATIONS: Tylenol 650 mg at 9 a.m. and 4:45 p.m., Lipitor 10 mg h.s., B12 1000 mcg IM on the 8th of each month, Aricept 10 mg h.s., losartan/HCTZ 10/25 mg one p.o. q.d., metformin 750 mg ER one tablet with breakfast daily, omeprazole 20 mg q.d., pioglitazone 45 mg 9 a.m., and KCl 20 mEq q.d.
ALLERGIES: ASA, PCN and QUININE DERIVATIVES.
DIET: Low carb diet.
CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: A pleasant female who walks into the room, pulls a chair out, sits down and is cooperative and interactive.
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VITAL SIGNS: Blood pressure 108/61, pulse 70, temperature 97.6, respiratory rate 18, O2 sat 98% and weight 146 pounds, which is a weight difference of 159 pounds on 06/06/2025; if correct, that is a 13-pound weight loss in 30 days.

HEENT: She has short hair that is clean and combed. EOMI. PERLA. Nares patent. Moist oral mucosa. She denies any dental pain as she had dental extraction when I saw her last. She states that she is able to eat whatever she wants.
CARDIAC: She has regular rate and rhythm without MRG.

RESPIRATORY: She has a normal respiratory effort and rate. Clear lung fields. No cough. Symmetric excursion.
ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.
MUSCULOSKELETAL: Ambulates independently. Moves limbs in a normal range of motion. She has no lower extremity edema, goes from sit to stand without any difficulty.

NEURO: Makes eye contact. Speech is clear. She asks questions if she does not understand or hear something, but she appears to understand given information and she will ask questions as needed. She is oriented to person and Oklahoma and has to occasionally ask for the day and the date and states that she just does not worry about keeping up with that information. Affect is congruent to the situation. She seems to just generally enjoy helping people around her that are less functional than she is.

SKIN: Warm, dry, and intact with good turgor. No bruising or breakdown noted.
ASSESSMENT & PLAN:
1. History of B12 deficiency on IM B12 replacement. A B12 level was drawn and is reviewed with the patient; it is 249, which is well within target range, so we will use the remaining injectable B12, then discontinue it once out and start on oral B12 gel capsules, which she agrees with.
2. DM II. She will be due for A1c on 07/29/2025, so that order is written. Her last check was 04/29/2025, with result of 6.8. At that time, she was taking 45 mg Actos q.a.m. and 750 mg metformin 9 a.m. and 4 p.m.

3. Status post dental extraction. This was an issue when last seen 06/06/2025, and she is doing fine, eating whatever she wants without any difficulty, no dental pain.
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