


PROGRESS NOTE

RE: Carolyn Marshall

DOB: 03/14/1944

DOS: 02/04/2026
Somerset AL

CC: Assume patient care.

HPI: An 81-year-old female seen in her room she was lying in bed but was okay with being seen. The patient requires assistance with her ADLs exceeding what is normally expected in AL.

DIAGNOSES: HTN, depression, HLD, peripheral neuropathy, chronic pain, CAD, hypothyroid, generalized anxiety disorder, insomnia but once asleep is okay and sleeps through the night, peripheral autonomic neuropathy, and GERD.

PAST SURGICAL HISTORY: Gastric bypass, total abnormal hysterectomy, right knee surgery, cardiac stent x1, tonsillectomy, appendectomy, cholecystectomy, bilateral cataract surgery with lens implant, and colonoscopy.

MEDICATIONS: Alprazolam 0.5 mg one tablet 9 a.m. and 9 p.m., BuSpar 15 mg one tablet q.d., Zyrtec 10 mg q.d. Plavix q.d., Lasix 40 mg 8 a.m. and 2 p.m., gabapentin 300 mg h.s., MVI q.d., Protonix 40 mg 6:30 a.m. and 4:30 p.m., KCl 10 mEq q.d., pravastatin 10 mg h.s., Lyrica 75 mg t.i.d., Senna Plus two tablets b.i.d., and Zoloft 50 mg q.d.

ALLERGIES: AMITRIPTYLINE.
DIET: Regular.

CODE STATUS: Full code.

SOCIAL HISTORY: The patient is divorced. She was an RN working in mental health via Locum Tenens. She is from North Carolina. She has three sons and son Stephen is her POA.

PHYSICAL EXAMINATION:

VITAL SIGNS: The patient is 4’10”and she weighs 155 pounds.

HEENT: EOMI. PERLA. Nares patent. Moist oral mucosa. She has full dentures. Denies difficulty chewing or swallowing.
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CARDIAC: She has a regular rate and rhythm. No murmur, rub, or gallop.

RESPIRATORY: Decreased respiratory effort with decreased bibasilar breast sounds. No cough. She has a few scattered dry wheezes.

GU: The patient is continent of bladder.

GI: She is continent of bowel.

MUSCULOSKELETAL: The patient has TED hose in place. No palpable lower extremity edema. Generalized decreased muscle mass and motor strength. The patient did not get out of bed while I was seeing her. The patient is independent in feeding himself.

NEURO: She makes eye contact. She has clear speech. She is able to voice her need. She is pleasant and cooperative.

ASSESSMENT & PLAN:

1. Anxiety/depression. She has two medications that treat the anxiety, which seems to then alleviate some of her depression as she feels better. She still remains alert and interactive to the extent that she can GU and GI. The patient is continent of both bowel and bladder. She wears regular mail briefs but does wear a pad in the event of an accident.

2. Hypertension adequately controlled on current medication. Depression/anxiety as noted adequately treated.

3. Insomnia. The patient receives alprazolam at h.s. and that has helped her sleep so that issue is less problematic and she also has gabapentin that she is given at h.s.

4. Ambulation. The patient has her walker that she is able to get around with and has not had a fall in the last year and a half to two years. She also acknowledges when she needs to have assistance and be transported by wheelchair.

5. Decreased PO intake that has changed. She has a good appetite. She has gained weight and will be having her most recent weight updated and will see where she is she did want to have an improved PO intake but not over do it as far as the weight gain goes.
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