


PROGRESS NOTE

RE: Sara Whiteley
DOB: 05/26/1943

DOS: 02/20/2025
The Harrison AL

CC: 90-day note

HPI: An 81-year-old female seen in room, she was dressed, awaiting dinnertime and cooperative to being seen. The patient was quite interactive. She told me that she has had dry cough and she had a URI mid January for which she was treated and just has some residual, states that she can breathe through her nose, feels like there is something at the back of her throat and she has been taking her MDI and Claritin as directed. She denies any fevers or chills and still comes out for all meals and activities that she likes. Her niece is her POA JoAnn Bennett and checks in with the patient daily.

DIAGNOSES: Hypertension, iron-deficiency anemia, chronic seasonal allergies, hyponatremia, GERD, chronic pain issues, and COPD.

MEDICATIONS: Tylenol 650 mg q.8h. routine, Norvasc 5 mg q.d., Celexa 20 mg q.d., Dulera MDI two puffs b.i.d., FeSO4 325 mg one tablet q.d., Claritin 10 mg q.d., Mag-Ox 400 mg h.s., Aciphex 20 mg q.d., NaCl 1 g tablet one tablet t.i.d., torsemide 20 mg q.d., KCl 20 mEq b.i.d., and p.r.n. Norco 5/325 mg one-half tablet q.8h.

ALLERGIES: VALIUM.

DIET: Regular.

CODE STATUS: Advance directive. There is no DNR in place.

PHYSICAL EXAMINATION:

GENERAL: The patient is sitting upright on her couch, she was dressed with hair done awaiting dinner.
VITAL SIGNS: Blood pressure 120/75, pulse 103, temperature 98.8, respirations 18, and weight 116.6 pounds.

HEENT: EOMI. PERLA. Nares patent. Moist oral mucosa.

NECK: Supple. No LAD. No cough noted throughout time spent with her.

RESPIRATORY: Normal effort and rate. Lung fields clear. Decreased bibasilar breath sounds secondary to effort. Volume of speech normal.
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ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: The patient ambulates distance using her walker. Moves arms in a normal range of motion. No lower extremity edema. She has good handgrip.

SKIN: Warm, dry, and intact with good turgor. No bruising or breakdown noted.

NEURO: She is oriented x2. She has to reference for date. She knows the day of the week. Her speech is relatively clear. She does stumble over words here and there, but makes her point, appears to understand given information. Affect is congruent with situation. She does have a sense of humor.

PSYCHIATRIC: The patient continues to have wine in her room. Staff have not reported incidences of her falling or being more confused because of the drinking, so that was something I talked to her about my last visit and she seems to have that at least a bit more managed.

ASSESSMENT & PLAN:

1. Chronic seasonal allergies. Takes her Claritin daily. Denied any congestion, thinks that her cough may in part be related to her allergies and adding additional medication right now is not what she wants to do, so we will just monitor.

2. Hypertension. Blood pressure is well controlled with low dose Norvasc. We will keep using it for now, but at some point I think it is something that we can hold and see how she does and if okay, we will discontinue.

3. Hyponatremia. Last sodium was 11/12/2024 and the sodium was 133; February of last year, it was 137, so it has actually gone down a bit and she states that she is taking whatever medications she is given and that would include sodium tablets one three times daily. We will just monitor at this point.

4. Iron-deficiency anemia. The patient has been on iron supplement for one year now. Iron profile was done on 11/20/2024 and values checked were all WNL, some at the low end of normal, thus we will continue the FeSO4 daily.

5. Weight loss. The patient’s current weight of 116 pounds is a weight loss of 10 pounds from August 2024 and BMI is now 19.9. We will monitor and if needed recommend supplement.
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