


PROGRESS NOTE
RE: Winifred Fitz
DOB: 09/06/1948
DOS: 06/16/2026
Luxe Life AL
CC: Routine followup.
HPI: A 77-year-old female seen in her room. She remembered who I was and was quite engaging. The patient tells me that she is planning on moving to village on the park that she has found a room in AL and will be moving, but did not have a specific date. She brought up medications and wanted me to look at her medication list and see if I thought it was what she should be on. It is actually the discharge from her stay at Red Rock few months back. The patient acknowledges that stay and how she had been really agitated and worked up she returned feeling better and then tells me that she is not happy with different things in the facility and that she does bring them up at community meetings and feels like things are not changing, but they are told that it is being worked on. I told her that it was okay to voice her need and then just sit back and wait to see what happens and that being angry really is not to her own physical benefit. Otherwise, she denies any falls. She states she is sleeping through the night. Her appetite is good. She remains fairly independent in all of her ADLs.
DIAGNOSES: HTN, MCI, depression, poly osteoarthritis, generalized anxiety disorder, and low back pain.
MEDICATIONS: Flonase nasal spray to be used at h.s., trazodone 150 mg one half tab h.s., Zoloft 100 mg two tabs h.s., meloxicam 15 mg q.d., lisinopril 5 mg q.d., hydroxyzine 25 mg q.12h. p.r.n., and BuSpar 10 mg one tab t.i.d.
ALLERGIES: ERYTHROMYCIN, CODEINE, MORPHINE, LYRICA, and STATINS/FENOFIBRATE.
DIET: Regular with thin liquid.
CODE STATUS: DNR.
PHYSICAL EXAMINATION:

GENERAL: The patient seated in her room. She was alert remembered who I was and was engaging from the get go with focus on to moving to another facility.
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VITAL SIGNS: Blood pressure 123/66, pulse 76, temperature 97.2, respiratory rate 17, oxygen saturation 98%, and weight 119.9 pounds.
HEENT: Her hair is combed short gray. Wears corrective lenses. EOMI. PERLA. Nares patent. Moist oral mucosa. Native dentition in good repair.
CARDIAC: Regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough symmetric exertion.
ABDOMEN: Soft. Mildly protuberant. Nontender. Bowel sounds present.

MUSCULOSKELETAL: The patient moves all limbs. She is ambulatory in her room without assist. Denies any recent fall. She has a walker for distance if needed. She has good grip strength of upper extremities and no lower extremity edema goes from sit to stand and vice versa without assist.

NEURO: She is alert and oriented x 2 to 3. Speech is clear. Voices her needs. She was very animated when she was talking today and recalls the experience of Geri psych and acknowledges that she was not being herself at that time and remembered some specific things that she brought up.
ASSESSMENT & PLAN:
1. CMP review. GFR slightly decreased from target of 60 to 48. Creatinine WNL at 1.17 and BUN of 19 again all other values WNL.

2. Screening TSH, which is WNL at 2.89 and again not on thyroid supplement.

3. Screening TSH. A1c is 5.9 remains in nondiabetic range.

4. CBC review. All values to include WBC count and platelet count are in target range.

5. Perseveration of moving out of facility to village on the park and again this patient presented it that it is something that her sons are in agreement with they looked at the place with her and stated that they both liked the room that she is going to be in. I am told otherwise that sons have actually not made a move with management to move their mother out so we will see what happens.
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