


PROGRESS NOTE
RE: Helen Stelling
DOB: 07/05/1934
DOS: 03/11/2026
Somerset AL
CC: Routine followup.
HPI: The patient is a 91-year-old female seen in her apartment she was seated at a table alert and inviting to me. She was quite verbal and partway into my time with her she begins telling me that they had told her to get things set up for the people that were coming in today and she points toward her cash for her pills are all plumped up and states that she gotten everything ready and no one showed up. That staff questioned her as to why none of the things were eaten and she said there was a set up of different things to eat with signs by them and she said that no one had told her that they could be eaten. It was an elaborated story how her father had been through the same thing before getting his store set up and then people not coming. When questioned about different things she sleeps good, occasionally will have to wake up to go to the bathroom. She has a good appetite, feels like her aches and pains are managed and tells me that she does get lightheaded and when that feeling starts coming on that she grabs on to something to hold. I asked about falls and she told me since I last saw her that she has had several falls when I asked if there were any injuries, she said she did not break anything but they hurt. She states her appetite is too good and comments that she states I am way overweight. I reassured her that look at her she is actually thin. The patient comes out for meals, is compliant with taking her medications.
DIAGNOSES: Atrial fibrillation, orthostatic hypotension, HLD, generalized anxiety disorder, recurrent depression, protein calorie malnutrition, IBS, MCI with hallucinations/delusions, fibromyalgia, generalized OA, osteoporosis, GERD, lumbar disc disease and cervical and thoracic spine dysfunction.
MEDICATIONS: Lipitor 10 mg h.s., BuSpar 7.5 mg t.i.d., levothyroxine 50 mcg q.d., melatonin 10 mg h.s., Midodrine 5 mg b.i.d., Remeron 7.5 mg h.s., MVI q.d., Zoloft 50 mg q.d., and Maxzide q.o.d.
ALLERGIES: NKDA.
CODE STATUS: Full code.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert, sitting alone in her room. The light was out. She was cooperative to my visiting her.
VITAL SIGNS: Blood pressure 134/72, pulse 72, temperature 98.1, respiration rate 18, and 112.6 pounds.
HEENT: EOMI. PERRLA. Nares patent. Moist oral mucosa. Hair is short and groomed. She has native dentition in good repair.
CARDIAC: In regular rhythm at a regular rate. No M, R, or G noted.

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

ABDOMEN: Scaphoid. Nontender. Bowel sounds hypoactive but present.

NEURO: The patient is oriented to self and Oklahoma. She makes eye contact. Her affect will change depending the situation. She smiles and related an incident that clearly did not happen. I did check with one of the long time staff members who stated that no such thing had occurred. She did repeat several times that she was way overweight that she needed to lose weight and disagreed with me when I stated that she appeared thin.

SKIN: Thin, warm, dry and intact. No bruising or abrasions noted.
ASSESSMENT & PLAN:
1. Cognitive impairment. We will administer an MMSE to the patient on 03/12/2026 as it is clear that her memory deficits seem to be more evident than last visit with her. Her speech is clear. Content is coherent, but she is limited now and the information that she can give and there is evidence of delusional thinking that to some degree upsets her.
2. Orthostatic hypotension. Currently Midodrine is given 5 mg b.i.d. I am going to request b.i.d. blood pressure and pulse rate checks x1 week to help assess the need to increase Midodrine to t.i.d.
3. Depression/anxiety. The patient is on Zoloft 50 mg daily. I am going to increase that to 75 mg q.d. after a week will then discontinue Remeron 7.5 mg h.s. Receive melatonin 10 mg thus I do not believe another SSRI is indicated.
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