


PROGRESS NOTE
RE: Joyce Hopkins
DOB: 12/26/1939
DOS: 02/04/2026
Somerset AL
CC: Assume care.
HPI: An 86-year-old female who I initially saw sitting in the dining room, I had been her physician at another facility, but she then moved and so that ended my care of her. I told her looks very good and happy and overall just seems to be doing quite well she stated that she felt good. The patient was seen in her room. She was lying in bed as per usual. She stated that she just felt like resting.
DIAGNOSES: Atrial fibrillation, GERD, HTN, lower extremity edema, depression, and osteopenia.
SURGICAL HISTORY: Tonsillectomy and adenoidectomy.
MEDICATIONS: Eliquis 5 mg b.i.d., B 12 1000 mcg h.s., D3 25 mcg h.s., Pepcid 20 mg q.a.m. a.c., folic acid 800 mcg h.s., metoprolol 25 mg b.i.d., Paxil 20 mg q.d., KCl 20 mEq h.s., Colace 100 mg q.d., and torsemide 20 mg q.d.
ALLERGIES: PCN.
CODE STATUS: DNR.
DIET: Regular.

SOCIAL HISTORY: The patient is widow. She has two daughters. Her daughter Lisa is her POA. She is a non-smoker and she retired as a long history of secretary to school principal.
FAMILY HISTORY: Heart disease.

REVIEW OF SYSTEMS:
CONSTITUTIONAL: The patient wears reading glasses. She has native dentition. No difficulty chewing or swallowing. Her hearing is good without the use of hearing aids.

CARDIAC: No chest pain or palpitations.

RESPIRATORY: Occasional SOB with overexertion.
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GI: She states that Raisin Bran is the best tool softener for her so that is what she eats to avoid constipation and is continent of bowel.

GU: Urinary incontinence most of the time.

MUSCULOSKELETAL: She walks with a walker. She has had no falls. She sleeps fairly good through the night. There are times that it takes her a while to fall asleep and as to pain if she has any is alleviated with Tylenol. The patient does have lower extremity edema stating that the left more so than the right and that has been a chronic issue.
PSYCHIATRIC: The patient denies depression or anxiety.
PHYSICAL EXAMINATION:

GENERAL: Pleasant female who is very engaging.
VITAL SIGNS: Blood pressure 127/68, pulse 72, temperature 98.0, respiration rate 18, height 5’4:” and weighs 220 pounds.

HEENT: She has full thickness hair. EOMI. PERLA. She has good vision. Does not require eyeglasses. Nares patent. Moist oral mucosa. Native dentition in good repair.

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

RESPIRATORY: She has a normal effort and rate. Lung fields are clear with decreased bibasilar breath sounds secondary to the body habitus. No wheezing, rales, or rhonchi.
ABDOMEN: Obese. Nontender, Hypoactive bowel sounds present.

MUSCULOSKELETAL: She ambulates with the walker. She states that she uses it all the time. She is not chancing falling. Moves arms in a normal range of motion. Bilateral lower extremities have trace to +1 edema from ankle to mid pretibial.
NEURO: She is alert and oriented x3. Clear coherent speech. Appropriate affect to situation. Her questions are appropriate to situation and she seems to understand all information
ASSESSMENT & PLAN: 
1. Atrial fibrillation. It is rate controlled and is on appropriate medication for same.
2. Hypertension. Review couple of BP checks that she has had. Her blood pressure is well controlled Continue with current medications for HTN.
3. Depression. The patient is on Paxil. She states she feels good and does not feel like she has depression at this point so we will continue with current dose.
4. Bilateral lower extremity edema. She is on torsemide 20 mg daily and it seems to be effective so we will leave as is.
5. General care. The patient is due for labs so we will see what they are and review them with the patient when they are available.
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