


PROGRESS NOTE

RE: Alberto Levy

DOB: 04/24/1928

DOS: 09/22/2025
Radiance MC

CC: Med review.

HPI: A 97-year-old female seen in her room she was propped up in her high back wheelchair watching television. She made eye contact and smiled. She was cooperative to exam. Staff states that the patient is in the dining room for meals and she is able to feed herself with set up and occasional cuing. Her appetite is good. They report she sleeps through the night. She has no complaints regarding pain. The patient has O2 per nasal cannula that she uses p.r.n. She asked for when she feels she needs it and staff check on her regularly to make sure that she appears comfortable from respiratory status.

DIAGNOSES: Advanced vascular dementia, COPD with O2 p.r.n., HTN, HLD, hypothyroid, GERD, atrial fibrillation, and insomnia.

MEDICATIONS: Medications were reviewed with changes as follows: Claritin decreased to 10 mg MWF, Lasix 40 mg decreased to MWF, metoprolol decreased to 25 mg q.d., Eliquis 2.5 mg b.i.d., Pepcid 40 mg h.s., hydroxyzine 25 mg one half tablet b.i.d., levothyroxine 125 mcg q.d., and melatonin 5 mg at 8 p.m.

ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: DNR.

HOSPICE: Valir.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert and in no distress.
HEENT: EOMI. PERLA. Nares patent. Moist oral mucosa. She had her nasal cannula at 2 liters in place. She appeared comfortable.

CARDIAC: She has an irregularly irregular rhythm without murmur, rub, or gallop. PMI nondisplaced.
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RESPIRATORY: She has a normal effort and rate. Decreased bibasilar breast sounds. Lungs fields relatively clear. She had no cough and symmetric excursion.

ABDOMEN: Scaphoid and bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: The patient ambulates independently. Moves arms in a normal range of motion. No lower extremity edema. She has good grip strength to hold utensils and a cup and goes from sit to stand and vice versa without assist.

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

ASSESSMENT & PLAN:
1. Lower extremity edema as well as history of heart failure. Everything appears to be stable at this time and has been for a while. No changes in current medication.

2. Hypertension. The patient has been on metoprolol 25 mg b.i.d. Review of her BP checks show low end of normal to some hypotensive readings. We will do a trial of decreasing her metoprolol to 25 mg q.d. and check her BP between 4 and 5 p.m.

3. Chronic seasonal allergies. I am decreasing her Claritin 10 mg to MWF only, she should actually be only taking a 5 mg tablet.

4. History of CHF. The patient has been on Lasix 40 mg daily. She appears a bit dry. I am going to decrease her Lasix on a trial basis to MWF only.

5. General care. I do not have baseline labs so I am ordering a CMP, CBC, and TSH.
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