


PROGRESS NOTE

RE: Barbara Davis

DOB: 01/23/1944

DOS: 09/05/2025
Windsor Hills

CC: Assume care.

HPI: The patient is an 81-year-old female who was awake when seen in room. She was quiet and is followed by hospice. The patient was cooperative to exam, but she spoke very little. I am told that she was at her baseline. The patient is able to feed self, is incontinent of bowel and bladder and dependent on staff assist for 6/6 ADLs.

DIAGNOSES: DM type II, anxiety disorder, seizure disorder, GERD, hyperlipidemia, restless leg syndrome, HTN, hypothyroid, depression, unspecified asthma, obstructive sleep apnea with CPAP and chronic pain syndrome.

ALLERGIES: LIPITOR, CODEINE, and SULFA.

CODE STATUS: DNR.

MEDICATIONS: Esomeprazole 40 mg q.d., metformin 500 mg b.i.d. a.c., melatonin 3 mg h.s., and hydroxyzine 25 mg q. shift.

HOSPICE: ACG.

ADMITTING DIAGNOSIS: Protein calorie malnutrition.

DIET: Liberalized diabetic diet, mechanical soft and thin liquid with a health shake t.i.d. a.c.

PHYSICAL EXAMINATION:
VITAL SIGNS: Blood pressure 136/82, pulse 82, temperature 97.4, respirations 16, O2 saturation 92%, FSBS 97.2, and weight 140.6 pounds, weight loss from now 144.3 pounds.
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ASSESSMENT & PLAN:

1. Labs. TSH has been recently checked and it was 0.11, which is suppressed. Review of medications there is no Synthroid or levothyroxine that has been ordered or that she was receiving we will follow for now.

2. BMP review. Mild hypercalcemia at 10.4 and slightly elevated creatinine at 1.33 both are close to normal parameter. We will simply follow at this point.

3. General care. The patient denied any pain when asked directly. Her appetite is fair. There are days that she eats minimal as reflected in her recent 4 pound weight loss and we will discontinue to follow and encourage.
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