


PROGRESS NOTE

RE: Peggy Snowdall
DOB: 12/31/1937
DOS: 11/11/2025
Rivermont MC
CC: First 30-day note.

HPI: An 87-year-old female who was seen initially on 10/15/2025. This is my second visit with her. She moved to Oklahoma City as she has some family that lives here and left Arizona where she had lived the last 20 years. Staff tells me that she is pleasant and cooperative. She does come out and socialize. It is more watching than participating, however. Today when I approached her, she remembered that we had met. She was very pleasant and relaxed. It was clear that she did not know that I was her physician. I just asked her overall how she was doing and I wanted to see if there is anything that I could do as needed to help her settle in and feel relaxed here. The patient states that she has everything that she needs and that she is just slowly getting to know people. She states that she is sleeping at night without any difficulty. She has got a good appetite. As to pain, she denied having anything new. Staff reports that she does not generally finish her meals and at times will pass on either breakfast or lunch. 
DIAGNOSES: Cognitive impairment, hypothyroid, hypertension, eczema/psoriasis, gait instability – uses a walker, hard of hearing – has hearing aids, and polyarthritis.

MEDICATIONS: Unchanged from 10/15/25 note.

ALLERGIES: PCN and TETRACYCLINE.

CODE STATUS: DNR.

DIET: Regular with thick liquid.

PHYSICAL EXAMINATION:

GENERAL: Alert and pleasant female, seated quietly in the day room, just watching what was going on around her and earlier she had been coaxed to join a table with some other residents for lunch and did so. 
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She seemed to relax as I talked to her and we talked about her niece who is her POA about growing up in Chicago. When the nurse asked where she had moved here from, she said that she had come here from Chicago, but actually she moved here from Arizona where she had been for the previous 20 years. She looked a little confused and then things started to register and she realized she had lived in Arizona.
VITAL SIGNS: Blood pressure 122/66, pulse 75, temperature 97.7, respirations 18, O2 sat 98%, and weight 133 pounds – a weight loss of 7 pounds, admit weight of 140 pounds on 10/15/25.

RESPIRATORY: Cooperates with deep inspiration. Lung fields are clear. No cough. Symmetric excursion.

CARDIAC: She has a regular rate and rhythm without murmur, rub, or gallop. 

ABDOMEN: Soft. Bowel sounds hypoactive. No distention or tenderness.

MUSCULOSKELETAL: She has fairly good muscle mass and motor strength. She goes from sit to stand and vice versa using her walker for support and she is steady and upright when ambulating with a walker. She has no lower extremity edema. 
PSYCHIATRIC: I think it is just taking her a little time to adjust to a new environment which is completely understandable and I just reassured her if there was anything that she needed to help with the transition, to let me or the nurse know so we can help her. 
SKIN: Warm, dry and intact. Good turgor. No bruising or breakdown noted.

ASSESSMENT & PLAN:
1. Multi-infarct dementia. The patient is acclimating to the facility. She is spending time more out on the unit and with encouragement will watch activities and the next goal is to get her to participate. 
2. History of hypertension. The patient’s BP is checked daily. Parameters of when to hold her BP medication which is losartan/HCTZ and there are several days where it is held as her BPs systolic are in the low 120s. Otherwise, the patient is doing well. 

CPT 99310
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
