


PROGRESS NOTE

RE: Edna Hand

DOB: 05/18/1927

DOS: 05/18/2026

Somerset AL

CC: Routine followup.
HPI: A 99-year-old female today’s patient’s birthday. When I went on she had a married couple who were her former neighbors came to visit and brought her flowers. There are also beautiful roses that had been sent by one or her nephews and lots of cards from different people. She was not really good mood and wanted to tell me about her childhood and growing up in the country Indian church. She recalls detail and speaks very clearly and seemed to clearly enjoy reliving her childhood. Asked to how she is doing, the patient states that she has not had any falls. When asked she sleeps through the night she has got a good appetite, she goes to the dining for meals and has people that she sits with. She denies pain of any kind. She said she wakes up in the morning and before she gets out of bed she talks to the Lord and thanks him for another day. She said she was very happy to wake up this morning because she is getting up in the years. The patient has had no falls. No acute medical issues since last seen. The patient goes to the dining room for her meals, staff helps her to get into her wheelchair and then get her to meals, when she is in her room she likes to be in her recliner.

DIAGNOSES: Severe OA of bilateral lower extremities, chronic pain, HTN, cardiac arrhythmia, has pacemaker, depression, hypothyroid, GERD, and short-term memory deficits.

ALLERGIES: NKDA.

CODE STATUS: DNR.

DIET: Regular.

MEDICATIONS: Remeron 7.5 mg h.s., Tylenol ES 500 mg two tablets q.8h. for pain, ASA 81 mg q.d., Pletal 50 mg one tablet before breakfast and before dinner, Os-Cal one tablet t.i.d., glucosamine chondroitin capsule one b.i.d., Prinivil 10 mg b.i.d., Mobic 15 mg at noon, women’s MVI q.d., tramadol 50 mg at 6 a.m., B12 500 mcg q.d., vitamin C 500 mg q.d., and omeprazole 20 mg p.r.n.
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PHYSICAL EXAMINATION:

GENERAL: The patient seated comfortably in her rocking chair. She was alert and engaging. She had company prior to my coming in and seem to be in very good spirits.

HEENT: Full thickness hair. EOMI. PERLA. Anicteric sclerae. Wears glasses. Nares patent. Moist oral mucosa. Wears upper and lower dentures.

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

RESPIRATORY: Normal effort and rate. Clear lung fields. No cough. Symmetric excursion.

ABDOMEN: Soft, slightly protuberant, and nontender. Bowel sounds present.

MUSCULOSKELETAL: Intact radial pulses. She has no lower extremity edema. Decreased generalized muscle mass and motor strength but she can weight bear and will walk a few short distance rather with a walker and has good neck and truckle stability when seated in manual wheelchair that she can slowly propel or staff will transport her.

PSYCHIATRIC: Good spirits. She has a sense of humor and likes being around other people.

ASSESSMENT & PLAN:
1. Cognitive impairment appears to be mild for her age. She has got good recollection of course of long-term memory but also fairly good recall of short-term memory. Affect is appropriate to situation. She just genuinely enjoys being around other people.

2. Severe OA adequately treated with different modalities to include cosamine, Mobic, and tramadol. She tells me as a result she has no pain.

3. History of depression. She is on an SSRI 30 mg, which seems to be working nicely for her. We will continue.

4. HTN reviewed. BP show good control and heart rate WNL.

5. General care. There is no blood work in patient’s chart. I am going to do a CMP, CBC, and TSH as she has a history of hypothyroidism and is on thyroid replacement.
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Linda Lucio, M.D.
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