


PROGRESS NOTE

RE: Shayna Price
DOB: 04/07/1972
DOS: 05/09/2023
Town Village AL
CC: Lab review.

HPI: A 51-year-old seen today. She was up and about going to a resident council meeting, but we sat down. She stated that she has been feeling good, active doing her art projects and she is active in facility activities as well as the resident council of which she is a member. She denies any falls or other acute medical event since last visit. She had baseline labs ordered that are reviewed today. She is sleeping good. Appetite is stable. I pointed out to her that she has lost 2 pounds since last month, she seemed surprised by that and not in a happy way. She states she is not aware of any change in her p.o. intake.
DIAGNOSES: Ankylosing spondylitis affecting low back and bilateral hips and cervical neck area, ataxia, depression, insomnia, FeSO4 anemia, history of ETOH dependence in remission.

MEDICATIONS: ASA 81 mg q.d., B complex q.d., MVI q.d., Cymbalta 60 mg q.d., IBU 200 mg b.i.d., Slow Fe one q.d., sulfasalazine 500 mg q.d., D3 2000 IU q.d.
ALLERGIES: NKDA.

DIET: Regular.

CODE STATUS: Full code.

PHYSICAL EXAMINATION:

GENERAL: Thin pleasant female in good spirits.

VITAL SIGNS: Blood pressure 122/71, pulse 69, temperature 97.7, respirations 17, O2 sat 96%, and weight 118 pounds with a BMI of 19.
HEENT: Conjunctiva clear. Moist oral mucosa. Nares patent.

CARDIAC: Regular rate and rhythm. No MRG.

RESPIRATORY: Normal effort and rate. Lung fields clear. No cough. Symmetric excursion.
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MUSCULOSKELETAL: She has an ataxic gait, but is steady and upright. No LEE. Moves limbs in a normal range of motion.

NEURO: Alert and oriented x3. Clear coherent speech, makes eye contact, voices needs, understands given information and is able to give information.

ASSESSMENT & PLAN:
1. Weight loss. Her BMI is now below the low end of her target range and just talked to her about hydration and proper diet which she is fully aware of and hopefully she will bring herself back into her target range.
2. Pain management. She does well with OTC medications and defers taking anything stronger given her history.

3. Anemia. H&H are 12.4/35.9, normal indices. She does have a low RDW, but continue on Slow Fe q.d.
4. Lipid profile. TCHOL is 191 with HDL and LDL 68 and 106. So, her LDL is slightly elevated. She is not on a statin and we will continue to follow for now.

5. Screening TSH, it is WNL at 1.77.
6. Smoking. The patient has been a smoker, but recently has been noted to smoke more than her norm. I brought that up and she stated that she had been smoking more, but has got a handle on it and is not smoking hardly at all. There was no odor of cigarette smoke about her and she had just come out of her room as well where there is no evidence of cigarette smoke. So, I just reminded her of the negative effects of it and she is fully aware of that.
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