


PROGRESS NOTE
RE: Peggy Berridge
DOB: 09/03/1943
DOS: 01/29/2026
Sommerset AL
CC: Assume care.
HPI: An 82-year-old patient seen in the room she was pleasant and cooperative and able to give information.
DIAGNOSES: HTN, hyperlipidemia, lower extremity edema, history of CHF, DM II, OAB, hypothyroid, osteoporosis and anemia unspecified.
SURGICAL HISTORY: Left arm and she had one live vaginal birth.

MEDICATIONS: ASA 81 mg q.d., Lipitor 40 mg h.s., Zebeta 5 mg one half tab q.d., Plavix q.d., Zetia 10 mg q.d., FeSO4 q.d., Lasix 40 mg q.d., Amaryl 2 mg q.d., levothyroxine 125 mcg q.d., lisinopril 2.5 mg q.d., Mag-Ox 400 mg two tabs b.i.d., metformin 500 mg two tabs q.a.c. a.m., oxybutynin ER 10 mg q.d., KCl 10 mEq q.d., Evista 60 mg q.d., and vitamin D3 50,000 IU one capsule q. Sunday,
HOME HEALTH: Best Home Health.

ALLERGIES: NKDA.
CODE STATUS: DNR.

DIET: NCS.

SOCIAL HISTORY: Daughter Amy is her POA and she explains to me that Amy is actually her granddaughter who she and her husband adopted and raised her as their daughter. She also stated that in addition to Amy and their own biologic daughter they also had another adopted daughter who she states is named Pauline. Does not have any contact with her because she is a crack kid those are her words. The patient is widowed. Her husband passed away in 2019. The patient worked as a receptionist at OU Medical Center and she was a nonsmoker and nondrinker.
ROS:
HEENT: She wears reading glasses, has native dentition. Hearing is adequate.

CARDIAC: Denies chest pain or palpitations.

RESPIRATORY: No SOB.

GI: Appetite good. Denies dyspepsia and is continent of bowel.

GU: Urinary incontinence. The patient’s current POA is moving to Midland Texas so she is not sure if she will continue to have her service POA or find another family member. The patient’s cardiologist is Dr. Ahmed.
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PHYSICAL EXAMINATION:
GENERAL: Well-developed and nourished female seen in room. She was pleasant and cooperative.
VITAL SIGNS: Blood pressure 14768, pulse 67, temperature 97.1, respiration 18, and weight 228.4 pounds.

HEENT: She has full thickness hair. EOMI. PERLA. Anicteric sclerae. Nares patent. Moist oral mucosa. Native dentition.

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

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

ABDOMEN: Protuberant but soft and nontender. Bowel sounds present.

MUSCULOSKELETAL: The patient moves limbs in a normal range of motion. She is weightbearing. Ambulates with a walker. She has good grip strength so she can feed herself and she has bilateral trace ankle edema.

NEURO: She was alert and oriented to person and place. Speech clear. She made her needs known. She asked appropriate questions and hopefully understood the information given.

SKIN: Warm, dry, intact and with good turgor.
ASSESSMENT & PLAN:
1. General care. A1c, CMP and CBC ordered and when results available we will review with the patient.
2. Medication review. The patient stated she feels she is taking too many medications and would like to have some decreased. I told her we can do that, but there are some that I want to wait till her labs are available to determine whether she needs to remain on the two statins that she is taken.
3. Bilateral lower extremity pain. The patient has tizanidine 2 mg. She states that it works for her and talked about making it routine. She is in agreement so she will get one tab q.a.m. and 6 p.m. routine.
4. DM II. A1c was ordered in December, but is currently not available when it is available then we will take a look at it and see if we need to adjust her medications.
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