GERIATRIC AND MEDICAL SPECIALISTS OF MICHIGAN, PLC

PROGRESS NOTE

Name: Ruth Fisher

Mrn: 

PLACE: Lodges of Durand Assisted Living.

Date: 05/23/22

ATTENDING Physician: Randolph Schumacher, M.D.

CHIEF COMPLAINT: Ms. Fisher was seen regarding hypertension and history of atrial fibrillation and debility.

HISTORY: Ms. Fisher is a hospice patient since her hip fracture and she never really was able to rehab successfully and gradually fine. She has further declined recently and was very close to dying when seen. She has poverty of speech. She has evidence of muscle atrophy and sunken cheeks. Her hypertension is stable with amlodipine and readings are good. She is non-verbal and she is not able to give any answers to any significant question. There is no evidence of pain or dyspnea or vomiting and she is comfortable and staff has no concerns.

PHYSICAL EXAMINATION: General: She is not acutely distressed. Vital Signs: Blood pressure 121/66, pulse 64, and respiratory rate 21. Lungs: Diminished breath sounds. Cardiovascular: Normal S1 and S2. No murmur. Abdomen: Nontender. Musculoskeletal:  She has increased tone diffusely. No acute inflammation.

Assessment/plan:
1. Ms. Fisher is very debilitated. Her hypertension is controlled with amlodipine 2.5 mg daily. She has atrial fibrillation and heart rate is stable with sotalol 80 mg twice a day.

2. She has recent hip fracture and she is on Norco 5/325 mg one every four hours p.r.n for pain. She is on Senna for bowels. She can take Tylenol for pain. Her prognosis is poor and she is very debilitated. Overall, I will continue the current plan.
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