


PROGRESS NOTE

RE: Bessiemae Roberts

DOB: 04/30/1925

DOS: 03/11/2026

Somerset AL

CC: Lab review.
HPI: A 100-year-old female who was seen in her apartment she was well groomed, quite engaging and I was very surprised once again about her age. She also reminded me that April 30 she would be turning 101. The patient tells me that she has had a persistent cough since she had COVID about a year to year and half ago. She denies any expectorant. No chest pain or shortness of breath. She has not taken anything as an anti-tussive. I noted when the patient would talk that she would start coughing and I asked her if she coughed after she had eaten and she had to think about and she said she thinks so. When I asked if she slept through the night she said that she slept really good, but she would have to wake up to go to the bathroom no more than twice at bedtime. I asked about pain she continues with chronic low back pain. She has in the past had injections most likely epidural steroid injections into the right glute hoping that would ease up the back pain instead after she took a nap post injection and for several hours was not able to speak. As to ambulation since she has severe OA both knees that interfere with her getting around.

DIAGNOSES: Cardiac arrhythmia addressed with pacemaker, HLD, ASCVD, history of CHF, CKD, and GERD. The patient is anticoagulated secondary to DVT with PE.

MEDICATIONS: Diclofenac gel 1% to affected areas q.6h., Colace one capsule b.i.d., Norvasc 2.5 mg q.d., ASA 81 mg q.d., gabapentin 300 mg b.i.d., Bystolic 5 mg q.d. with parameters, Protonix 40 mg h.s., KCl 20 mEq q.d., Pravachol 40 mg h.s., B12 1000 mcg two tablets q.d., D3 2000 IUs q.d., Coumadin 2 mg q.d., and latanoprost one drop OU h.s.

ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular.
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PHYSICAL EXAMINATION:
GENERAL: Petite very pleasant female seated in her room.

NEURO: She makes eye contact. Her speech is clear. She smiles a lot and expressed it was nice to have visitors. She is limited in information that she recalls.

CARDIAC: Regular rate and rhythm without murmur, rub, or gallop. Heart sounds are prominent likely secondary to the PM.

RESPIRATORY: Normal effort and rate. Clear lung fields. Decreased bibasilar breath sounds to the depth of inspiration.

ABDOMEN: Soft and bowel sounds hypoactive. No distention or tenderness.

MUSCULOSKELETAL: Intact radial pulses. She moves her arms in a normal range of motion. Palpation to the right sacrum into the gluteal area lateral of the right leg elicits discomfort most likely secondary to sciatica.

ASSESSMENT & PLAN:
1. Severe OA. Knees worse and elsewhere in the body. She does have p.r.n. Tylenol 1 g that can be given in addition to the bedtime dose two additional times morning and afternoon. Staff reports that she really does not ask for extra medicine.

2. CKD stage IIIB, which is moderate. We will just monitor medications that she is taking and adjust for any renal dosing adjustments required.

3. Anticoagulant. She is on low dose Coumadin 2 mg q.d. is compliant was taking it. Her A1c on 03/10 is 2.25 on 2 mg q.d. She is in target range, which is between two and three so no need to change Coumadin dosing. Of note also her cardiologist is Dr. Virk.
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