


PROGRESS NOTE

RE: Jerry Snow
DOB: 08/22/1941
DOS: 10/14/2025
Rivermont AL
CC: Lab review.

HPI: An 84-year-old female seen in room, relaxed in her recliner. She was alert and engaged in conversation regarding how she was feeling in her current state. The patient has a history of respiratory issues with room air hypoxia and recurrent bouts of pneumonia or upper respiratory infections. She is not on oxygen and spends most of her time in her room with the exception of she will come out for meals and is transported. The patient was recently hospitalized for electrolyte abnormalities and hypotension primarily because she was not drinking enough fluid. I asked her if she was and she somewhat groaned and said that she was doing it as much as she could. Overall, the patient states that in general she feels good and knows she will get over the hump and hopefully get stronger. The patient is currently followed by Excel Home Health and they do some work with her as far as physical activity.
DIAGNOSES: DM II, GERD, CAD, HLD, asthma, and depression.

MEDICATIONS: Unchanged from 09/11/25 note.

ALLERGIES: CODEINE and MUSHROOM EXTRACT.

CODE STATUS: DNR.

DIET: Regular.

PHYSICAL EXAMINATION:
GENERAL: The patient is comfortable in her recliner. She is alert and engaging.
VITAL SIGNS: Blood pressure 128/61, pulse 68, temperature 97.5, respirations 17, O2 sat 95%, and weight 149 pounds.

HEENT: Her hair is cut short.  EOMI. PERLLA. She wears corrective lenses. Nares patent. Moist oral mucosa. She has native dentition.
RESPIRATORY: Decreased bibasilar breath sounds but no wheezing, rales or rhonchi heard. The patient did not appear SOB with speaking.

CARDIAC: Regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.
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MUSCULOSKELETAL: The patient has had a general physical decline a little bit weaker and decreased endurance ambulating. She states that she uses her wheelchair as it is easier than the strength it requires to use the walker. Low back pain is now an issue for her, starts upon awakening and last most of the day affecting her ability to resting asleep. She does have Norco 7.5/325 mg and takes one-half tablet q.6h. routine.
NEURO: The patient is alert. She was engaging, a bit quiet, but maintained her sense of humor.
ASSESSMENT & PLAN:
1. Pain in particular low back. We will increase her Norco to 7.5 mg in the morning and at h.s. and continue with half dose during the day. Salonpas patch to low back is also added on in the a.m. and off at h.s.

2. DM II. Continue with current insulin at 15 mg q.d. of Basaglar. A1c is well within normal at 6.4.
3. Hypoproteinemia. T-protein and ALB are 5.2 and 3.0. I encouraged her to increase the protein in her diet and explained what that would be and asked if she has the ability to get protein drinks and she stated yes. She thought she had some, but they were fruit juices instead. So the ADON is going to contact her daughter about bringing protein drinks for her and I encouraged that she do at least one daily.
4. Renal insufficiency. The patient’s current BUN and creatinine are 30 and 2.6. The patient did have a nephrology appointment recently, but she missed it stated that she simply forgot it and has not rescheduled. I told her that it was up to her and what she wanted to do about it. We will follow up to see what she does.
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