


PROGRESS NOTE

RE: Peggy Snowdall
DOB: 12/31/1937

DOS: 12/10/2025
Rivermont MC

CC: Second 30-day note.

HPI: An 87-year-old female seen in her room she was sitting upright watching Fox news. She was alert and cooperative to being seen. The patient makes eye contact, is able to give information, stated that she had a good lunch and was just trying to stay awake while watching the news. Overall she sleeps good at night. Denies any untreated pain. She has all meals in the dining room, remembers to use her walker and she is social with the other residents. She has a niece who is her POA and lives locally and she visits the patient frequently. The patient is treated for vertigo and it is well-managed. She uses a walker to get around, has felt a bit unsteady prior to coming here and we discussed PT, which she would like to have. The patient has osteoarthritis of both hands and both knees, which limit her walking, but she is treated for that routinely here and feels like she could now do therapy.

DIAGNOSES: Multi-infarct dementia, osteopenia, diabetes mellitus type II, left cerebral aneurysm, hypothyroid, hypertension, eczema of scalp, and B12 deficiency.

DIET: Regular within liquid.

ALLERGIES: PCN and TETRACYCLINE.

CODE STATUS: DNR.

MEDICATIONS: Tylenol 325 mg one tablet q.4h that will be changed to b.i.d., ASA 81 mg q.d., ketoconazole shampoo twice weekly, levothyroxine 25 mcg q.d., losartan/HCTZ one tablet q.d., Namenda 5 mg b.i.d., metformin 500 mg one tablet with breakfast, and B12 1000 mcg q.d.

PHYSICAL EXAMINATION:
GENERAL: Older female seated upright in her rocker watching television. She is alert and cooperative.

VITAL SIGNS: Blood pressure 126/68, pulse 72, temperature 96.3, respirations 18, O2 saturation is 98%, and weight 134 pounds stable for patient.
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NEURO: Makes eye contact and soft-spoken but clear coherent speech. She seems to understand given information. She asked appropriate questions and does ask to have things repeated as she is HOH. Oriented x2. She has to reference for date and time. Affect is generally congruent with situation though she is usually contained.

MUSCULOSKELETAL: She moves her arms in a normal range of motion. She has good grip strength and ambulatory in a slow deliberate pattern. She has trace ankle edema extending to the pretibial area acknowledges she does not to elevate her legs, but that the edema is less upon awakening.
ASSESSMENT & PLAN:
1. CMP review. Serum glucose is 185 and BUN to creatinine ratio is 28 or greater than 20 indicating volume contraction. I told her she needs to drink more free water, acknowledges that she does not drink enough water. All other values WNL.

2. Hypothyroid. The patient takes levothyroxine 25 mcg q.d. and TSH is well within normal at 2.33, no changes needed.

3. DM II. A1c is 6.9. She takes metformin 500 mg with breakfast and A1c is 6.9, which is excellent control, no changes needed.

4. CBC review. All values WNL.

5. Pain management. Tylenol is changed to extra strength 325 mg one tablet b.i.d. p.r.n. and the patient is capable of asking for this and I informed her that it is now by asking for it as opposed to automatically getting it six times a day.

6. Social. Contacted her POA updated her with labs and pending therapy evaluation, is happy with all of that and with the acclamation the patient has had both leaving Arizona after 20 years coming to a new facility.

CPT 99310 and direct POA contact 15 minutes.

Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication

