


PROGRESS NOTE

RE: Edda Hurst

DOB: 09/08/1940

DOS: 01/19/2026
Rivermont MC

CC: Routine followup.

HPI: An 85-year-old female who was seen in the dining room sitting with other residents. She looked right at me and I asked her how she was and she shrugged her shoulders and then I noticed her getting about walking and she seemed to be doing well with that not in as much pain as she has demonstrated in the past. She has had falls or other acute medical issues. She had some behavioral issues, which I was contacted about a couple of times in December and adjusted her behavioral medications and I am told that now she is calmer less likely to become agitated at others and overall just easier for everyone to deal with. The patient does have some problems with walking. She has a bad right hip was x-rayed 03/10/25 and at that time it showed moderate osteoarthritis involving both hips the right greater than the left. So, when she walks she evidences more pain fortunately she has not had any recent falls. I spoke with the ADON who says that patient needs to have a wheelchair just to make it easier for her to get around and we will submit her weight and height to my office and have the DME person order her a wheelchair she has not had one covered by Medicare in the last ever actually much less five years and it will be delivered to here.

MEDICATIONS: ABH gel 1/25/1 mg per 0.5 mL patient receives 0.5 mL topically at 9 a.m., 1 p.m., and 6 p.m. and she has a p.r.n. order for b.i.d. additional use, Tylenol ER 650 mg one tablet in the morning and h.s., Norvasc 10 mg q.d., ASA 81 mg q.d., clonidine 0.1 mg one tablet q.d. for systolic blood pressure greater than 150, Depakote 125 mg q.a.m., melatonin 3 mg h.s., Seroquel 50 mg 9 a.m. and 3 p.m., Zoloft 50 mg 9 a.m., and vitamin D3 5000 IUs q.a.m.

ALLERGIES: NKDA.

DIET: Regular mechanical soft with thin liquid.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:
GENERAL: Well developed and nourished female who was seated quietly in the dining room she did respond to my talking to her just briefly giving answers with a flat affect.

VITAL SIGNS: Blood pressure 176/80, pulse 75, temperature 97.8, respirations 17, O2 saturation is 98%, and weight 157 pounds, which is stable for patient.

CARDIAC: She has a regular rate and rhythm without murmur, rub, and gallop.

RESPIRATORY: Normal effort and rate. Clear lung fields. No cough. Symmetric excursion.

ABDOMEN: Protuberant, nontender, and bowel sounds present. No masses. She told me then to quit touching her stomach.
MUSCULOSKELETAL: The patient ambulates independently. She does have a slight limp favoring her left leg and no recent falls. Moves arms in a normal range of motion. Has good grip strength. She is a little heavier than is good for her but leaving that alone.

NEURO: She is alert oriented to person and place. She has a German accent but her speech is intelligible. She will ask her what she needs and she can take a leadership role if given. She sometimes acts as though she does not like being around other people but when they interact with her you can tell her that it makes her happy.

ASSESSMENT & PLAN:
1. Hypertension. Review of patients on BPs for this month show a quarter of them being greater than 150 today her only blood pressure medication is Norvasc 10 mg q.a.m. and clonidine p.r.n. with parameters, which is unclear whether that guideline is being followed.

2. Behavioral issues. It appears that the ABH gel but she gets low dose throughout the day is enough to temper her reactiveness to the other residents and tempers her anger. She is much easier for staff and other residents to deal with so we will continue with it. There is no evidence of drowsiness.

3. Hypertension. The patient has had several readings this month for systolic is 150 or greater. She does have a p.r.n. order for clonidine. I do not know that she has received it so I am going to address that with staff tomorrow having the DON who is meeting with the staff for some teaching things and this will be one of them as a reminder.

4. Pain management. The patient appears to be doing good with a combination of Tylenol in the past. She had Norco when her hip was really bothering her and I think she has become little more used to it. She was starting to become sleepy on the Norco and I think it also can fuel some agitation on her part since she has been off of it. She has not complained about not using it so we will just continue to monitor and if needed will bring tramadol on board.

5. General care. She is due for labs in the beginning of March so those will be ordered for that time.
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Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

