


PROGRESS NOTE

RE: Gladys Reed

DOB: 09/07/1930

DOS: 03/10/2026
Somerset AL

CC: Lab review.
HPI: A 95-year-old female seen in room. She was well groomed seated quietly and cooperative to visit. I asked the patient how she was doing and she told me that her right arm was now aching, it was a new change and she thinks maybe she slept on it, but is not sure. We talked about any activities that are different for her. She denies any trauma. I told her we could give her some Tylenol and see if that helped. She likes to take as little medication as possible, so she will wait-and-see if it is better tomorrow. I commended patient on her steady upright gait without the use of any assistive device at her age and she told me that she also walks the hallways for exercise. She denies having had any falls in years. She sleeps good through the night. She denies any untreated pain. She has a good appetite, but she watches what she eats to keep her weight comfortable. She does participate in activities. She also tells me that she has two children and then grandchildren and great-grandchildren they do come to visit and told me that she tries her best to be nice to them. She denies any falls or other acute medical issues in the last six months.
DIAGNOSES: HTN, HLD, anxiety disorder, unspecified dementia, and CKD.
MEDICATIONS: Unchanged from 02/04 note.
ALLERGIES: PCN with patient unsure that she actually had an allergic response.
DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Pleasant older female who was engaging.
VITAL SIGNS: Blood pressure 115/69, pulse 67, temperature 97.4, respirations 16, and weight 131.6 pounds.

HEENT: She is short gray hair that is combed. EOMI. PERLA. Wears glasses. Nares patent. Moist oral mucosa. Native dentition.
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CARDIAC: She has regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Lung fields are clear excursion.

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

MUSCULOSKELETAL: The patient is independently ambulatory. Moves all limbs in a normal range of motion. She has tenderness to palpation lateral aspect of the right forearm. There is no evidence of bruising or any distortion. Grip strength on right hand symmetric to the left hand, which is good. The patient has good neck and truncal stability. Goes from sit to stand and vice versa without assist. No lower extremity edema and gait is at a good pace.

SKIN: Warm and dry intact. No real bruising noted. Skin without abrasion or breakdown.

NEURO: The patient is alert and oriented x2. She makes eye contact. Her speech is clear. She can give basic information does repeat herself and she would direct the conversation teaming to stay on topics that she could answer.

ASSESSMENT & PLAN:

1. Mild cognitive impairment without BPSD. We will repeat the MMSC this week.
2. CBC review all values are WNL. No indication for intervention.
3. Hyperlipidemia. The patient is on Lipitor 10 mg h.s. all values with the exception of HDL are in target range. HDL was 48 the goal is greater than 50 at her age that is completely acceptable.

4. CMP review. BUN 26 with a GFR of 47 and BUN to creatinine ratio of 23. The patient wanted to know what that meant I just told her that she just needed to drink a little bit more water, but I did not have to be a considerable increase. She does drink a lot of tea and coffee and I told her that those act like a diuretic, so she gets rid of water.
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