


PROGRESS NOTE

RE: Bonita Albaugh
DOB: 07/26/1948
DOS: 09/23/2025
Tuscany Village
CC: Multiple-issue followup.

HPI: A 77-year-old female who is seen propped up in her bed. She was awake and in good spirits. The patient states that she has had fairly good p.o. intake, not eating all of her meals though. She denies any untreated pain, is sleeping good through the night. The patient has an indwelling Foley; it was leaking earlier this week, had to be replaced and it is now working properly. I viewed her catheter bag and there is a small amount of light yellow clear urine and there is no sediment noted in the tubing. I asked the patient about the previously noted shoulder pain; it was initially right, then left and then she acknowledged that these are symptoms that had been going on for some time prior to coming to Tuscany Village. I suggested she try Tylenol, as she has not asked for anything for pain and, when she did take Tylenol, it really helped her. The patient did have labs on Friday, 09/19/25 and they were within normal limits.
DIAGNOSES: MS, ASCVD, DM type II, depression, insomnia, cervical spinal stenosis, generalized muscle weakness, and unspecified dysphagia.

MEDICATIONS: Unchanged from previous note.

ALLERGIES: NKDA.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: The patient propped up in bed. She is alert and appears comfortable.

VITAL SIGNS: Blood pressure 137/73, pulse 80, temperature 97.8, respirations 18, and O2 sat 95% RA.

HEENT: Conjunctiva clear. Nares patent. Moist oral mucosa. She makes good eye contact when speaking.

CARDIAC: She has a regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.
Bonita Albaugh
Page 2

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough and symmetric excursion.

ABDOMEN: Slightly protuberant and nontender. Hypoactive bowel sounds present.

MUSCULOSKELETAL: Intact radial pulses. No lower extremity edema. She can move her limbs with fairly normal range of motion. She is weightbearing with assist and is transported in a manual wheelchair. She has less acute tenderness to palpation of bilateral AC joints.

NEURO: She is alert and oriented x 2 to 3 having to reference for date. Speech is clear. She asks appropriate questions and understands given information.

ASSESSMENT & PLAN:
1. Status post treatment for UTI, appeared stable at this point. I encouraged her to increase her fluid intake in particular water.
2. Musculoskeletal pain. The patient has Tylenol 500 mg one to two tablets q.6h. p.r.n. and baclofen 20 mg one tablet q.8h. p.r.n. and that appears by her comments adequate pain management. She also has gabapentin for neuropathic pain that is taken routinely 100 mg 9 a.m. and 6 p.m. with 300 mg at h.s.

3. Urinary incontinence. The patient has an indwelling Foley. There were problems with it previously, those are resolved after changing it and her urine is no longer the dark tea colored that it was on 09/19/25.

4. DM type II. The patient’s A1c on 09/02/25 was 5.2. The patient takes metformin 500 mg one p.o. at 9 a.m. We will discuss with her decreasing it to 250 mg given her 5.2 A1c.
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