


PROGRESS NOTE

RE: LouAnn Hayes
DOB: 10/23/1935

DOS: 01/28/2026
Sommerset AL

CC: Assume Care.

HPI: A 90-year-old female who is seen today for initial visit. The patient has been in the facility since 07/08/2024 and has seemed well adjusted. The patient was pleasant, cooperative and gave information. She states that she ended up in a facility after repeated falls at home. She does require assistance with ADLs.

PAST MEDICAL HISTORY: Hypertension, polyarthritis, macular degeneration, chronic pain, and is legally blind secondary to macular degeneration.

PAST SURGICAL HISTORY: She had a left breast mastectomy secondary to breast cancer. She is status post radiation therapy and took Arimidex for two years. The patient has had issues with cerumen impaction and she knows that with decreased auditory acuity. I told her when that occurs to let me know and we can look at with an otoscope.

SOCIAL HISTORY: The patient is a widow after 45 years of marriage. She was married at the age of 16. Her husband died of a brain tumor. She has three daughters. The patient had been living in Nash Oklahoma, which is near Bartlesville. She moved to the Oklahoma City area due to her three daughters being here. The patient had been in a nursing home prior to the move here. She has a brother who is 93 years old and remains in Bartlesville. Her daughter DeaAnn Savage is her POA.

MEDICATIONS: Amlodipine 5 mg b.i.d., ASA 81 mg q.d., Coreg 3.125 mg one tablet b.i.d., losartan 25 mg q.d., meloxicam 7.5 mg q.d., MVI q.d., Crestor 5 mg h.s., Zoloft 50 mg q.d., allergy medication undefined one tablet q.d., docusate one capsule q.d., and Norco 5/325 mg one tablet q.6h. p.r.n.

CODE STATUS: DNR.

ALLERGIES: NKDA.

DIET: Regular.
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REVIEW OF SYSTEMS:
CONSTITUTIONAL: The patient states that she sleeps throughout the night, has a good appetite. Denies any pain.

GU: She has urinary leakage. No recurrent UTI history.

GI: She has no problem chewing or swallowing. She has some occasional constipation issues. She is continent of bowel.

MUSCULOSKELETAL: She uses a walker. She had a history of falling a lot at home prior to coming here and states that she has had one fall since she was here. Her macular degeneration she is legally blind. She showers on her own. She states that she has a shower chair that she sits on. The staff have tried to get her to allow standby assist but she tried that and just felt like they sat looked in the bathroom just watched or waiting for her to call for help.

PHYSICAL EXAMINATION:
GENERAL: Alert and pleasant female. She was listening to a book on tape when I came in and then readily became engaged in started sharing her history.
VITAL SIGNS: Blood pressure 101/60, pulse 74, and weight 172.2 pounds.

HEENT: Full thickness hair. EOMI. PERLA. Nares patent. Moist oral mucosa.

NECK: Supple with clear carotids. Hearing appeared adequate.

CARDIOVASCULAR: She had a regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

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

ABDOMEN: Slightly obese, nontender, and hypoactive bowel sounds present. No masses.

SKIN: Warm, dry, and intact with good turgor. No bruising or breakdown noted.

NEUROLOGIC: She is alert and oriented x2-3. Clear speech. Voices her needs and understands what information given. She asked appropriate questions. Vocabulary is good. Affect is congruent to situation. She does make eye contact.

MUSCULOSKELETAL: Moves arms in a normal range of motion. She was weightbearing at the end got up and moved around in her apartment. She does have a walker that she uses for distance. In her room she will hold on the things. She has no lower extremity edema.

ASSESSMENT & PLAN: Hypertension. We will monitor her blood pressures, adjust medications as needed. Currently she has good blood pressure control actually to the point of hypertension we will monitor in the next couple of weeks and to see if we need to decrease some of her blood pressure medicines as she is on low dose amlodipine, low dose Coreg, and moderate dose losartan. We will hold amlodipine x2 weeks, check her blood pressure daily in the time and then evaluate the BPs to see we can discontinue amlodipine.
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