


PROGRESS NOTE

RE: Loretta Larkin
DOB: 07/31/1935

DOS: 05/05/2026
Rivermont AL

CC: Routine followup.

HPI: A 90-year-old female seen in her room. She was sitting in her recliner in good spirits and cooperative to being seen. The patient has with some staff encouragement been coming out more instead of having all meals in her room she is having at least two of three in the dining room and I told her today that we want to work on getting her out for all three meals. I told her the socialization is good for anyone and staying in her room all day is just not good for anybody. She says that her appetite is better and staff tell me that she is eating about half of each of her meals. When I asked if she was having any problems she told me that she was not sleeping well and had not been for some time but just had not mentioned it and when I asked her about constipation she said occasionally but she had her last BM the night before and I told her I am going to review her medications to see if she needs something for that. She has had no falls or other acute medical advances past six weeks. I did review patient’s weight given the information of decreased meal intake and there has been clear weight loss.

DIAGNOSES: MCI, HTN, depression, GERD, and history of UTI.

MEDICATIONS: Tylenol ES 500 mg two tablets h.s., Norvasc 5 mg q.d., Wellbutrin 550 mg SR q.d., Os-Cal one tablet q.d., citalopram 30 mg q.d., probiotic 8 a.m. and 8 p.m., magnesium 500 mg q.d., melatonin 10 mg h.s., and omeprazole 40 mg q.a.m.

DIET: Mechanical soft regular with thin liquid and Ensure one shake q.d.

ALLERGIES: SULFA.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Petite elderly female seated quietly in her apartment. She was cooperative to being seen.
VITAL SIGNS: Blood pressure 132/68, pulse 81, temperature 96.6, respirations 18, O2 saturation 96%, and weight 108 pounds of weight loss of 12 pounds since 02/18.
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HEENT EOMI. PERLA. Wears corrective lenses. Nares patent. Moist oral mucosa with native dentition in fairly good repair.

CARDIAC: Regular rate and rhythm without MRG. PMI nondisplaced.

RESPIRATORY: She has a normal respiratory effort and rate. Lung fields are clear. No cough or symmetric excursion.

ABDOMEN: Scaphoid, nontender, and hyperactive bowel sounds. No masses.

MUSCULOSKELETAL: She is thin. Moves her arms in a normal range of motion. She has good grip strength.

LOWER EXTREMITIES: No edema noted. She can weightbear for transfer assist.

SKIN: Thin and dry but intact. No bruising or breakdown noted.

NEURO: She is alert and oriented to person in place. She has to reference for date and time. Soft spoken can voice her needs. Makes eye contact. An affect appropriate to situations.

PSYCHIATRIC: Quiet and minimizes things such as weight loss.

ASSESSMENT & PLAN:

1. 12 pound weight loss since 02/18/2026. Her BMI is at the low end of her target range 21.16. We will monitor for another month and if her weight further decreases then will do a short course of Megace to help stimulate her appetite. In the interim, she has ordered Ensure one carton q.d. We will have staff check to see if in fact she is drinking that if she is then will increase that to two a day.

2. Hypertension review. The patient’s BP for the past 30 days shows a systolic range from 106 to 142 with the 106 being exceptional 117 is generally the low end of normal for her. She is on 5 mg of Norvasc only.

3. Depression. She is both on Wellbutrin and citalopram at generous doses. The SSRI may have some effect on p.o. intake but again we will first check to see if she is taking the one Ensure daily and go from there.

4. Hypoproteinemia. On 03/20/2026, T-protein and ALB were both low at 5.0 and 2.7 so again concern with that as well.
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