


PROGRESS NOTE

RE: Patricia Green
DOB: 11/15/1930
DOS: 08/11/2022
HarborChase, MC
CC: Lab review.

HPI: An 89-year-old seen in room. She was resting comfortably in bed, initially seemed apprehensive and then I just told her I was going to go over her lab with her and then leave her along. She was okay with that. The patient has a history of right-sided hemiparesis post left CVA, vascular dementia, colon cancer, HTN and HLT.

MEDICATIONS: Plavix q.d., Estrace 0.01% MWF, Zocor 40 mg q.d., verapamil 120 mg q.d., Ibu 400 mg p.r.n., and icy hot b.i.d. p.r.n.

ALLERGIES: codeine and sulfa.

DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:
GENERAL: Thin elderly female who was alert.

VITAL SIGNS: Blood pressure 120/72, pulse 75, temperature 97.0, respirations 18, and O2 sat 94%.

NEURO: Orientation x1. She understands given information. She smiled when I told her that I was going to leave as soon as I told her what her labs were and was okay with us leaving.

MUSCULOSKELETAL: She ambulates though she is unsteady and no lower extremity edema. She repositions in bed without difficulty.

SKIN: Warm and dry, appears intact.

ASSESSMENT & PLAN:
1. Anemia. H&H are 11.0 and 32.9 with normal indices. No intervention required.

2. CMP review WNL. All of this was explained to the patient. She was happy that her labs were normal.
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