


PROGRESS NOTE

RE: Sarah Saunders

DOB: 11/15/1932

DOS: 04/08/2026
Sommerset AL

CC: Routine followup.

HPI: A 93-year-old female seated in her recliner next to her is a picture frame electronic that scrolls different pictures and I was pointing out different pictures that were going by she would look adamant. She actually knew almost who everyone was and where they lived. I am asking her about herself she just gave very brief basic answers stated that everything was okay and that God is taking care of her.

DIAGNOSES: HTN, DM II, seasonal allergies, and history of depression.

MEDICATIONS: Unchanged from 02/23 note.

ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular.

PHYSICAL EXAMINATION:
GENERAL: Very frail elderly appearing patient who was quiet but would respond to questions or comments made.

VITAL SIGNS: Blood pressure 126/62, pulse 78, temperature 96.4, respirations 18, and weight 106.8 pounds.
HEENT: She has very thin gray hair. EOMI. PERLA. Native dentition in fair repair.

NECK: Supple with clear carotids.

CARDIOVASCULAR: The patient has a regular rate and rhythm with harsh systolic ejection murmur heard throughout the precordium. No rub or gallop noted. PMI nondisplaced.

MUSCULOSKELETAL: Generalized decreased muscle mass and motor strength. She has fair neck and truncal stability, seated, requires assist to stand. No lower extremity edema.

ABDOMEN: Scaphoid, nontender, and hypoactive bowel sounds.

SKIN: Thin and dry but intact without bruising.
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ASSESSMENT & PLAN:
1. Senile frailty appears stable. At this point in time, she denies any untreated pain and is able to move to the extent she needs to toilet herself and feed herself.

2. Cardiac history appears stable at this point in time. BP well managed.

3. DM II. A1c is 6.4. I am going to decrease the patient’s daytime glipizide from 10 mg to 5 mg q.d.
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Linda Lucio, M.D.
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