


PROGRESS NOTE

RE: Berta (Anneliese) Dabrowski
DOB: 05/05/1934
DOS: 06/18/2026
Sommerset AL
CC: Routine followup.

HPI: A 92-year-old female seen in her room after having lunch, she was resting comfortably, but awake and engaging in the visit. I asked the patient how she was doing overall and she said good. She has had no falls or other acute medical issues. She states she sleeps through the night without any problem. Denies having any pain. She goes to activities and the dining room for all meals. The patient gets around with the use of a walker. 
DIAGNOSES: HTN, HLD, and unspecified dementia without BPSD.

MEDICATIONS: Aricept 10 mg h.s., HCTZ 25 mg q.d., losartan 50 mg q.d., and D3 2000 IUs q.d. 
ALLERGIES: STATINS, ASA, RECLAST and LACTOSE.

CODE STATUS: DNR.

DIET: Regular with no dairy products.

PHYSICAL EXAMINATION:

GENERAL: Well groomed and pleasant female seated comfortably in recliner.

VITAL SIGNS: Blood pressure 140/68, pulse 78, temperature 97.6, respirations 14, and weight 164.6 pounds.

HEENT: She has full thickness combed short hair. EOMI. PERLA. Nares patent. Moist oral mucosa. Native dentition in good repair.

NECK: Supple with clear carotids.

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

CARDIOVASCULAR: She has systolic murmur heard throughout the precordium most prominent at the right second ICS. No rub or gallop appreciated.
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ABDOMEN: Soft. Bowel sounds hypoactive. No distention or tenderness.

MUSCULOSKELETAL: Ambulates with a walker. She is steady and upright, go slowly and paces herself. No lower extremity edema. Good grip strength above the extremities.

SKIN: Warm, dry and intact with good turgor. No bruising or breakdown noted. She was treated for a left lower extremity wound with a note dated 06/09/2026 and that is to continue three times per week treatment. Looking at her leg, there is no breakdown. The skin is warm, dry and intact nor is there any scarring from a previously healed wound. The patient states she does not know what it is that they were talking about. 
ASSESSMENT & PLAN:
1. CBC review. The patient has a mild decrease in her hemoglobin to 11.6; otherwise other values are WNL and no evidence of iron, B12, or folate deficiency. 
2. Renal insufficiency. The patient’s GFR is 39 with a creatinine of 1.36 which is stage IIIB of CKD. Any medications that need adjusting per her renal function is taken. Remainder of CMP is WNL. The patient had urine collection to assess total protein in 24 hours and the result was 8 which is within the normal reference range. 
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