


PROGRESS NOTE
RE: Sonja Conaway
DOB: 04/18/1942
DOS: 04/06/2026
Luxe Life CC
CC: Dizziness and constipation.
HPI: An 83-year-old female seen in her room. She was lying in her hospital bed, but awake and responsive to being seen.
DIAGNOSES: Polyneuropathy, wedge compression fractures T11 and T12, atrial fibrillation, generalized muscle weakness, insomnia, adult failure to thrive, HTN, non-toxic goiter, fibromyalgia, history of CHF, gait instability and unspecified dementia with BPSD.
PAST SURGICAL HISTORY: Bilateral knee replacements, TAH, bilateral cataract extraction with lens implants, skin cancer excision from her chest wall and live birth C-section.

MEDICATIONS: Meclizine 25 mg one q. 8 p.r.n., Senna plus one-tab q.d., MiraLax q.d., melatonin 3 mg h.s., triamcinolone cream 0.1% to affected skin areas b.i.d., Flexeril 5 mg one tab t.i.d., D3 1000 IUs q.d., KCl 20 mEq ER q.d., Lasix 20 mg q.d., Risperdal 1 mg b.i.d., allopurinol 100 mg q.d., gabapentin 100 mg t.i.d., Remeron 15 mg h.s., Roxanol 0.25 mL q. 2h p.r.n., Ativan 2 mg/mL 0.25 mL q. 2h p.r.n., Lidoderm patch to back q.d., Cymbalta 30 mg q.d. and clonazepam 0.5 mg one-tab b.i.d.
ALLERGIES: SULFA.
SOCIAL HISTORY: She is a widow and has one child. Her son Craig who is also her POA. The patient is a retired grade school teacher. Non-smoker and non-drinker.

FAMILY HISTORY: Noncontributory.
CODE STATUS: DNR.
DIET: Low concentrated sweets, NAS with chopped texture and thin liquid.

HOSPICE: Apex.
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PHYSICAL EXAMINATION:
GENERAL: Well-developed and nourished lady lying comfortably. She was awake and cooperative.
VITAL SIGNS: Blood pressure 102/75, pulse 87, temperature 97.1, respiration 18, O2 sat 97%, and weight 182.2 pounds.
RESPIRATORY: Normal effort and rate. Decreased bibasilar breath sounds secondary to body habitus and positioning. No cough. No evidence of SOB with speech.

CARDIAC: Regular rhythm at a regular rate without murmur, rub or gallop. PMI non-displaced.

ABDOMEN: Obese and nontender. Bowel sounds present. No masses.

MUSCULOSKELETAL: Intact radial pulses. Did not really observe arm or leg movement. She has trace edema of the dorsum of her feet and ankles. The patient is full assist for transfers. The patient is able to walk with a walker in her room for distance. She has manual wheelchair that she can propel.

SKIN: Warm and dry intact with fair turgor.

NEURO: She is alert and oriented x2-3. Speech is clear. She is soft-spoken just has a few words at a time, but she can voice her need and appears to understand basic questions.

PSYCHIATRIC: She was quiet. Made brief eye contact. Was cooperative to care. Does not really smile or give any clue as to what she is thinking or feeling, but was cooperative.

ASSESSMENT & PLAN:
1. Chronic systolic CHF with HTN. The patient is stable at this point in time with her current medications and we will continue.
2. Pain management. She appears to be doing good with tramadol. She does have morphine if needed that has not been resorted to with any frequency, so is adequately managed at this point in time.
3. Dysphagia. Dietary modifications have been helpful. She is able to feed herself. Staff will frequently checking on her during mealtime.
4. Hospice care. I believe they see her at least twice weekly and an aide comes out for showering the same amount time.
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