


PROGRESS NOTE

RE: Leedora Casto

DOB: 07/09/1938

DOS: 01/22/2025
The Harrison AL

CC: 90-day note.

HPI: An 86-year-old female seen in her room seated in her corner chair with her little doggie in her lap. She was very pleasant and invited me in. The patient when asked different questions she says she sleeps very good through the night and she denied having any pain. She says she has a good appetite but does not always finish her meal. She likes being in the room with her dog as her companion. She is seen coming out for different activities it is usually when watching a movie or something that she does not have to figure out because cognitively there is an issue with that. The patient is pleasant. Staff state that she is cooperative to taking medications sometimes it is a bit of an effort to get her to shower but eventually she will cooperate. She has had no falls or acute medical events in the past three months.

DIAGNOSES: Chronic arthralgias and myalgias of bilateral knees, moderate stage vascular dementia, HTN, CAD, osteopenia, and a history of MS without progression.

MEDICATIONS: Calcium 500 mg q.d., Norco 5/325 mg one tablet b.i.d., losartan 25 mg q.d., omeprazole 20 mg q.d., Senna one tablet b.i.d., torsemide 20 mg q.d., D3 q.d. 400 IUs.

ALLERGIES: PCN.

DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient is very alert, engaging, and seated in her room.
VITAL SIGNS: Blood pressure 138/84, pulse 72, temperature 98.4, respirations 22, and weight 133 pounds.

NEURO: She makes eye contact. She speaks it is clear. Her orientation is x2. She giggles a lot. Her affect is bright and animated. She wants me to stay and visit with her and says if I cannot to hurry up and come back. She says that she gets herself up in the morning and roaring to go.

Leedora Casto

Page 2

MUSCULOSKELETAL: The patient is thin but she has adequate muscle mass and motor strength. She has a manual wheelchair that she propels herself around in for short distances otherwise she needs transport. No lower extremity edema.

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

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough. Symmetric excursion.

ABDOMEN: Soft and bowel sounds present. No distention or tenderness.

CARDIAC: Regular rate and rhythm without murmur, rub, or gallop.

ASSESSMENT & PLAN:

1. Hypertension. BP is well controlled. There is no acknowledged chest pain or palpitation so will continue with current meds as is.

2. Osteopenia and chronic bilateral knee pain. The Norco appears to address that pain adequately and she is able to get around to the extent that she needs to. We will continue as it does not appear to have a negative effect on her.

3. Anemia. H&H are 11 and 32.6 checked two months ago and no evidence of respiratory compromise with the mildly low H&H.

4. Hypoproteinemia. The patient’s protein was low at 5.8 and albumin normal at 3.5. I had ordered three times weekly protein shakes spoken with family and they agreed to bring them but there was no follow through so I am going to discontinue that order.
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