


PROGRESS NOTE

RE: Peggy Snowdall
DOB: 12/31/1937
DOS: 05/04/2026
Rivermont MC
CC: Routine followup.
HPI: An 88-year-old female seated in her chair watching television. She was alert and pleasant when seen. Overall, the patient states that she feels good, she has got a good appetite, sleeps through the night. Denies any significant pain. I asked her about any arthritic pain that she has had in the past and she states that she does occasionally, but it is not enough to warrant taking anything for it. I told her that Tylenol would always be available if she wanted it. She stated she did not really want to have to take anything. Overall, the patient comes out for meals with the community. Occasionally, she will participate in the activity. Her niece who lives locally comes to visit her often and makes sure that she has any supplies that are needed, etc.
DIAGNOSES: Multi-infarct dementia, DM II, osteopenia, left cerebral aneurysm, hypothyroid, HTN, scalp eczema and B12 deficiency.

MEDICATIONS: ASA 81 mg q.d., ketoconazole shampoo x 2 weekly, levothyroxine 25 mcg one tablet q.d., losartan/HCTZ 50/12.5 mg one tablet q.d., Namenda 5 mg b.i.d., metformin 500 mg q.d. a.c., and B12 1000 mcg p.o. q.d.

ALLERGIES: TETRACYCLINE and PCN.
DIET: Regular with thin liquid.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Well-developed and nourished female seated comfortably in her recliner.

VITAL SIGNS: Blood pressure 130/71, pulse 68, temperature 97.0, respirations 19, O2 sat 98%, and weight 134 pounds.

HEENT: Short full-thickness hair. EOMI. PERLA. Nares patent. Moist oral mucosa.

NECK: Supple with clear carotids.
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RESPIRATORY: Normal effort and rate with clear lung fields. No cough and symmetric excursion.

CARDIOVASCULAR: She has a regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

ABDOMEN: Slightly protuberant and nontender. Bowel sounds present.

MUSCULOSKELETAL: Intact radial pulses. The patient is weightbearing, ambulates with the use of her walker, has had no recent falls and attributes that to using the walker.

PSYCHIATRIC: The patient is generally calm and even-keeled. She seems content with her current circumstances and is generally very pleasant.

ASSESSMENT & PLAN:
1. Recent UTI. On 03/26/26, UA was obtained after I was contacted given the patient’s complaints of dysuria. E. coli UTI diagnosed and the patient was treated with Cipro 500 mg b.i.d. x 5 days.
2. DM II. Her last A1c was on 11/11/25 of 6.9 when she was taking metformin 500 mg with breakfast only. The patient is no longer on metformin, so for right now, we will just leave as is. There are no symptoms of polyphagia, polyuria, or polydipsia.
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