


PROGRESS NOTE

RE: Lourdes Carroll
DOB: 11/07/1948

DOS: 04/14/2025
Rivermont MC

HPI: The patient is 76-year-old female in resident since 03/13. She was admitted from Sooner Station and unclear as to whether she was in memory care there. The patient has a son Shawn Carroll who is her POA. He has also written a letter to the facility regarding people who have attempted to visit the patient in another place that she had been and they are exploitive so he requests that we are aware of this and do not let anyone other than he or his wife visit her without their permission. I met with the patient today she was very pleasant. She was engaging, tried to give me information and acknowledge that she could not remember some things.

PAST MEDICAL HISTORY: MCI, HTN, hyperlipidemia, CKD stage III, GERD, anxiety disorder, and major depressive disorder.

PAST SURGICAL HISTORY: Hysterectomy.
ALLERGIES: NKDA.
CODE STATUS: DNR.
DIET: Regular.

SOCIAL HISTORY: The patient is single. She has a son Shawn who is her POA. Her former occupation was as a teacher taught in middle school. Nonsmoker and an occasional social drinker. She was in assisted living at Sooner Station, unclear of the duration she was there.
MEDICATIONS: Depakote 125 mg t.i.d., Aricept 10 mg h.s., Claritin 10 mg q.d., melatonin 5 mg h.s., MVI q.d., Zoloft 50 mg h.s., and trazodone 50 mg h.s.

REVIEW OF SYSTEMS: She wears reading glasses. Hears without hearing aids. She has native dentition. No difficulty chewing or swallowing. She sleeps through the night. Her appetite is reported as good. The patient toilets for both bowel and bladder. She has independent ambulation and has had occasional right hip pain.
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PHYSICAL EXAMINATION:
GENERAL: Petite female sitting in the dining room by herself. She was pleasant and cooperative when approached. The patient was cooperative and interactive.
VITAL SIGNS: Blood pressure 119/65, pulse 64, temperature 97.8, respirations 19, and O2 saturation 97%. She is 5’6” and weighs 115 pounds. Her weight on admit was 120 pounds so a 5-pound weight loss in under five weeks.

HEENT: NCAT. EOMI. PERLA. Nares patent. Moist oral mucosa. Native dentition in fair repair.

NECK: Supple and clear carotids. No LAD.

CARDIOVASCULAR: She had regular rate and rhythm without murmur, rub, or gallop.

RESPIRATORY: She is cooperative with deep inspiration. Lung fields are clear. No cough and symmetric excursion.

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

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

MUSCULOSKELETAL: She ambulates independently. Moves arms in a normal range of motion. She has fairly good muscle mass and motor strength. No lower extremity edema. She did have some tenderness to palpation of the right flank area she called her hip.

PSYCHIATRIC: She makes eye contact. Her speech is clear. The content can be random. She is able to give some information, but it is limited. She appears to understand what is said to her or what she is asked. Her affect is congruent with situation. I did contact the patient’s son Shawn Carroll and left a voicemail with him. I will try contacting him tomorrow as well and hopefully can get more information from him.

ASSESSMENT & PLAN:
1. General care. CMP and CBC are ordered along with a TSH.

2. Right hip or flank pain it is to palpation more the upper gluteal muscle. She is able to weight bear without evident pain. Left hip x-ray was taken with pelvis views and that is not the side that she is complaining about today but that x-ray showed scholastic change of the visualized spine with mild degenerative change of the left hip with osteophytes and mild joint space narrowing. No displacement. We will write for the patient’s Tylenol to be given routine b.i.d. for the next week to see if it does not help decrease her pain.
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