


PROGRESS NOTE
RE: Julie Sumrall
DOB: 03/03/1940
DOS: 02/06/2024
Jefferson’s Garden AL
CC: Routine followup.
HPI: An 83-year-old female who gets around in a wheelchair that she can propel. She is generally out and about. She goes to activities out for meal she has a group of people that she sits with and then she has a friend here that she will go into her room and they will read the newspaper or whatever just read while they are in the same living room. Today, when I saw her she was alert and pleasant. She had been socializing with a couple of other female residents. The patient has had no falls or acute medical events. She states she is sleeping well and her pain is managed. She has had no falls and is cooperative to care.
DIAGNOSES: Gait instability and uses manual wheelchair, osteoporosis, T10-T11 vertebral compression fracture, unspecified dementia moderate, insomnia, seasonal allergies, and depression.
MEDICATIONS: Fosamax 70 mg q. week, Norvasc 2.5 mg q.d., docusate b.i.d.. Haldol 0.5 mg at 6 p.m., levothyroxine 25 mcg q.d., Protonix 40 mg q.d., PEG solution b.i.d., KCl 20 mEq q.d., Zoloft 50 mg q.d., Tramadol 50 mg b.i.d., and D3 1000 IUs q.d.
ALLERGIES: DEMEROL.
DIET: Regular.
CODE STATUS: DNR.
PHYSICAL EXAMINATION:
GENERAL: The patient is alert and pleasant seem getting around the facility in her wheelchair.

VITAL SIGNS: Blood pressure 142/96, pulse 76, temperature 98.4, respiratory rate 18, oxygen saturation 96% and 132 pounds.
CARDIAC: She is a regular rate and rhythm without murmur, rub or gallop.

LUNGS: Lungs are clear. Normal effort. No wheezing, rales or rhonchi.
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MUSCULOSKELETAL: She has good neck and truncal stability seated propels her wheelchair sometime slowly. She occasionally has a certain friend in the facility that will transport her. I have encouraged her to use her own strength to get her around. She has no lower extremity edema. She self transfers.

NEURO: Orientation x2. She has to reference for date and time. Speech is clear. She is social affect sometimes is bland. Today, she was in good spirits.

ASSESSMENT & PLAN:
1. Unspecified dementia moderate stable. No behavioral issues sometimes she will just stay in her room or the room of another resident and just spend time there. She can be directed to do activities.
2. HTN. Review BPs. Good control. No change in medications.

3. Asthma/seasonal allergies. She is doing good on her baseline medications. Singulair and Claritin no change.
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