


PROGRESS NOTE

RE: Marybeth Filson

DOB: 10/26/1934

DOS: 09/29/2025
Radiance AL

CC: Lab review.

HPI: A 90-year-old female who was in the day room with other residents playing games and bingo. She is always out of her room socializing and doing a lot of games, which she states helps her to keep her thinking sharp so I am really glad for that she is doing that. She was cooperative to talking with me about her labs and requested that I call her daughter just let her know what is going on with her. Overall, she is sleeping through the night. Her appetite is very good in fact she has gained some weight and staff was not able to get a wait for me before I saw her so will follow up with that within the next week or so. There were orders that were written on 09/18 for the patient to have a regular diet with half portions and will follow up to see if that is actually occurring.

DIAGNOSES: Wound care progressing, obesity, wheelchair dependent, atrial fibrillation on anticoagulant, moderate vascular dementia, HTN, GERD, OAB, and hypothyroid.

ALLERGIES: Multiple, see chart.
DIET: Regular half portions.

CODE STATUS: DNR.

MEDICATIONS: Iron tablet one p.o. q.d., BuSpar 5 mg b.i.d., Zyrtec 5 mg MWF, cran cap 500 mg one q.d., Lexapro 20 mg q.d., fenofibrate 45 mg h.s., FeSO4 one q.d., Flonase nasal spray q.d., Gemtesa 75 mg one q.d., guaifenesin 400 mg b.i.d., Atarax 12.5 mg 8 a.m. and 6 p.m., ipratropium/albuterol, DuoNeb one q.d., Singulair 10 mg one q.h.s., MiraLax q.d. p.r.n., PreserVision two capsules q.d., Prilosec 40 mg q.d., Systane eye drops OU q.a.m. and 4 p.m., Bactrim one tablet q.d., Restoril 7.5 mg h.s., trazodone 200 mg h.s., MVI q.d., and D3 2000 IUs q.d.

PHYSICAL EXAMINATION:
GENERAL: The patient is alert and pleasant.

NEURO: She makes eye contact. Her speech is clear. She understands given information. She asked appropriate questions and can voice her need. Affect is congruent with situation.
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MUSCULOSKELETAL: The patient is in a manual wheelchair that she can propel. She has gained some weight to the point that she really just kind of squeezes into her wheelchair and does not always look the most comfortable sitting. She is a two-person transfer assist requires assist getting onto a toilet whereas before she could do it for herself.

CARDIAC: She has an irregular rhythm with an occasional extra beat without murmur, rub, or gallop. PMI is nondisplaced.

RESPIRATORY: Normal effort and rate. Lung fields are clear. Decreased bibasilar breath sounds secondary to body habitus. No cough or expectoration.

SKIN: Warm, dry, and intact with good turgor.

ASSESSMENT & PLAN:
1. CMP review. The patient’s ALB and T-protein are both WNL both at 4.1 continuing there is room with for improvement in the T-protein. LFTs are WNL.

2. Electrolytes they are all WNL.

3. Renal insufficiency. Serum creatinine is 1.51 whereas January it was 1.45. There is no BUN available just assess with hydration has a role in her decreased renal function. We will check the patient’s BP to assess whether or not that is a factor.

4. CBC. H&H are both a bit low with hematocrit of 34.79 and hemoglobin of 10.33. Hematocrit is just off by less than a gram and then hemoglobin is down by a little about a gram and half but both acceptable at current level. A normal platelet count and WBC count.

5. Macrocytosis. B-complex vitamin is ordered and it will be one p.o. q.d.

6. Hypertension. The patient stated that she had a headache when I was seeing her so had BP checked and it returned at 158/80 and then gave her some time and rechecked and it was 155 so we will have her blood pressure checked daily for the next 10 days. I am ordering metoprolol 12.5 mg one p.o. q.d. p.r.n. for systolic pressure greater than 150.
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