


PROGRESS NOTE
RE: Myrtle Clorene Frazier
DOB: 07/07/1929
DOS: 04/06/2026
Luxe Life AL
CC: Routine followup.
HPI: A 96-year-old female who is followed by Choice Hospice is seen today in room. She is lying comfortably in her hospital bed. The patient is quiet, but will answer basic questions when asked and makes eye contact. She had no complaints.
DIAGNOSES: Status post CVA with expressive aphasia, cognitive impairment, generalized muscle weakness with gait instability, protein-calorie malnutrition, and hyperlipidemia.
MEDICATIONS: IBU 800 mg one-tab t.i.d., gabapentin 300 mg one-tab t.i.d., Tylenol extra strength two-tabs q. 8 p.r.n., Mucinex DM one-tab b.i.d., FeSO4 one-tab q.d., MVI q.d., Fosamax one-tab q. Sunday and Protonix 40 mg q.d. The patient is followed by Choice Hospice.
ALLERGIES: NKDA.
CODE STATUS: DNR.
DIET: Healthy heart diet with cut up foods and thin liquids.
PHYSICAL EXAMINATION:
GENERAL: Frail and chronically ill appearing older female lying quietly in bed.
VITAL SIGNS: Blood pressure 120/80, pulse 76, temperature 98.1, respiration 18, O2 sat 97%, and weight 104.6 pounds.
HEENT: Hair is groomed. EOMI. PERLA. Nares patent. Moist oral mucosa.

NECK: Supple with clear carotid.

CARDIOVASCULAR: Regular rhythm at a regular rate. No MRG.

RESPIRATORY: Anterolateral lung fields auscultated works relatively clear decreased breath sounds at the base is secondary to effort and positioning. No cough.

ABDOMEN: Flat and nontender. Bowel sounds present. No masses or HSM.

SKIN: Thin, dry, and fragile. Few scattered bruises. No breakdown noted.
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MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. She is able to move her arms. No lower extremity edema. She is able to sit up in a manual wheelchair with fair neck and truncal stability. Not able to propel the manual wheelchair, however.

NEURO: Orientation to self and Oklahoma. She will make eye contact. Soft spoken, but speech is coherent. She can voice her need appears to understand basic giving information. She is a bit hard of hearing, so I had to get closer and speak a little louder.

PSYCHIATRIC: She seems a bit anxious but it may be situational in nature.

ASSESSMENT & PLAN:
1. Pain management between the ibuprofen and gabapentin it seems to be adequately controlled. I had decreased the strength of the gabapentin from 600 mg t.i.d. to 300 mg t.i.d. and it seems just as effective without sedation, so will stay at the lower gabapentin dose.
2. Weight change. The patient’s current weight 104.6 pounds is up from 101 approximately three weeks ago, so it is a move in the right direction. Continue with diet and supplement as is.
3. Decreased mobility. The patient has a two-hour checking changes. She is not able to reposition herself and using the call light is difficult for her.
4. Overactive bladder. The patient is on oxybutynin, however, she is incontinent of urine. I checked with various staff members who all said that she has no bladder control, so I am discontinuing this medication, which is made no difference for yet has negative side effects.
5. Med review. She is on Mucinex b.i.d. I am decreasing that to once daily as patient lays flat on her back. Has difficulty handling her own secretions and this medication increases mucus production.
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