


PROGRESS NOTE
RE: Reva Bealmer
DOB: 11/05/1932
DOS: 01/29/2026
Sommerset AL
CC: Assume care.
HPI: A 94-year-old female seen in her room she was seated on the couch, alert and quite talkative. When I asked her how she was doing the patient started talking about the food and how it is not palatable and repeatedly talked about how bad the food is. When I asked her how she was doing she told me that she has some problems with her right hip because she has had surgery on it and occasionally it bothers her. So I asked if there was anything she was taking that helped it, she is currently receiving ibuprofen 200 mg two tablets q.8h. and that was written for 72 hours and will end tomorrow. She also has Salonpas patch with lidocaine that is applied to her sacrum at h.s. and off in the morning. The patient also had baclofen written for 5 mg one tab three times daily again for 72 hours and that will end tomorrow. The patient denies any recent falls. She states that she has difficulty getting to sleep, once asleep stays there. She has decreased appetite. No difficulty chewing or swallowing.
DIAGNOSES: Alzheimer’s disease, hypertension, pulmonary fibrosis, depression, OA, and CHF.
SURGICAL HISTORY: Right hip replacement and left arm fracture with ORIF.
MEDICATIONS: Norvasc 5 mg q.d., Celexa 10 mg q.d., Aricept 10 mg h.s., melatonin 3 mg h.s., Namenda 5 mg h.s., torsemide 20 mg q.d., hydroxyzine 25 mg b.i.d., anxiety and MiraLax q.d. p.r.n.
SOCIAL HISTORY: The patient’s son Bob lives in Dallas. He is her POA and she requested that I call him.
CODE STATUS: DNR.
DIET: Regular.
HOSPICE: Suncrest Hospice.
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ROS:
Disordered sleep pattern. Decreased appetite. Visual deficit but wears reading glasses would benefit. She is incontinent of both bowel and bladder. She has had two to three UTIs in the last six months. The patient can become anxious and acknowledges that at times she is not sure what provokes it.

PHYSICAL EXAMINATION:
GENERAL; Elderly female seated comfortably on her couch. She was quite talkative. Let me know what she thought about things and it required a lot of redirection to be able to examine her.
VITAL SIGNS: Blood pressure 119/62, pulse 76, respiration 18, oxygen saturation 93%, temperature 97.1, and weight 154.8 pounds.
HEENT: Full-thickness hair. EOMI. PERLA. Anicteric sclerae. Nares patent. Moist oral mucosa.

NECK: Supple. Clear carotids.
CARDIOVASCULAR: She has regular rate and rhythm without murmur, rub or gallop. She has lateral displacement of her PMI.

RESPIRATORY: She has normal effort and rate. Decreased bibasilar breath sounds. Lungs clear. Otherwise no cough.
ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.
MUSCULOSKELETAL: She moves her arms. Did not observe weightbearing. She has trace lower extremity edema.
NEURO: She is oriented to person and Oklahoma. She talks loudly. Her speech is clear. She voices her need and it is just better to let her go on because she is difficult to redirect.

SKIN: Warm, dry, intact and with good turgor.
PSYCHIATRIC: She seemed pleased at the end of our visit and just wanted to make sure I called her son that that would make her happy.

ASSESSMENT & PLAN: Hip pain. On 01/13/2026, the patient had bilateral hip x-rays to include pelvis done and this was reviewed with the patient it showed on her right side that she had had right hip replacement surgery everything appeared intact and this is the hip that she has stated has hurt. The pelvis was intact. No evidence of fracture or dislocation and I did reassure her that the cause for her right hip pain was secondary to mild degenerative change that was seen and she does receive medication for that so we will reevaluate early next week as to whether she needs to have the ibuprofen and baclofen extended.
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