


PROGRESS NOTE
RE: Ramona Black
DOB: 05/19/1930
DOS: 02/04/2026
Sommerset AL
CC: Assume care.
HPI: A 95-year-old female seen in her apartment. She was cooperative and engaging in answering questions and sharing her history. The patient states that she sleeps okay. Appetite is good. She has not had any significant issues recently. When I asked about pain, she stated that it is decreased because she is being treated for it.
DIAGNOSES: HTN, chronic pain, anemia, history of non-Hodgkin’s lymphoma 30 years ago, and decreased appetite.
SURGICAL HISTORY: Total abdominal hysterectomy, appendectomy, lymph node dissection, and bilateral cataract extraction with lens implants.
MEDICATIONS: ASA 81 mg q.d., FeSO4 325 mg one b.i.d., lisinopril 10 mg q.h.s., Remeron 7.5 mg h.s., women’s MVI q.d., and B12 1000 mcg q.d.
ALLERGIES: NKDA.
CODE STATUS: DNR.
DIET: Regular.

SOCIAL HISTORY: The patient is married. Her husband visits. She has three sons with Stephen Black being her POA.
FAMILY HISTORY: Heart disease.

ROS:
The patient wears reading glasses. She sleeps good through the night and has a good appetite. She has chronic left arm pain she had axillary node dissection in that side. She is independently ambulatory and has had no falls and again non-Hodgkin’s lymphoma diagnosed 30 years ago treated with chemo. She also received radiation therapy. The patient states that she has good relationships with her sons and husband.
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PHYSICAL EXAMINATION:
GENERAL: Petite older female was quiet but cooperative.

VITAL SIGNS: Blood pressure 132/67, pulse 74, temperature 98.1, respiration rate 16 and weight 108.6 pounds.

HEENT: She has short-groomed hair. EOMI. PERRLA. Anicteric sclerae. Wears eyeglasses. Nares patent. Native dentition in fair repair.

NECK: Supple with clear carotids.

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

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

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: The patient observed independently ambulating. She was steady and upright. Moves arms and legs in a normal range of motion. She had no lower extremity edema and intact radial pulses.

NEURO: She makes eye contact. She is quiet initially and then seemed to kind of become more interactive when she started talking about her history of non-Hodgkin’s lymphoma.
SKIN: Warm, dry, intact with good turgor.
ASSESSMENT & PLAN:
1. Iron deficiency. The patient had an iron level drawn on 12/29/25. It is 96 with parameters of 50 to 212. So she is doing fairly well there. We will continue with at FeSO4, but once daily instead of b.i.d.
2. Anemia. H&H are 8.2 and 24.4 with macrocytic MCV and MCH. We will check a B12 level and pending results well either supplement with B12 or folate.
3. Hypoproteinemia. T-protein and ALB are low at 4.9 and 3.4. We will supplement with protein shake daily and if the patient likes them we will continue. We will talk to her about increasing it to two daily.
4. Mild renal insufficiency. GFR is 57 given the patient’s age not unexpected. These labs are not available when I saw the patient so we will review them with her at tomorrow’s visit.
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