


PROGRESS NOTE

RE: Ruth Longmire
DOB: 09/18/1929
DOS: 05/25/2023

HarborChase MC
CC: Lab review.

HPI: A 93-year-old patient seen in her room. She was seated close to the television watching daytime TV and appeared in good spirits. The patient has advanced vascular dementia and in addition HTN and HLD. The patient’s daughter/POA Carla Foreman stopped by to tell me that she had taken her mother to cardiology appointment yesterday and the cardiologist started her on a statin that he wants her to remain on. Daughter tells me that she really did not feel that it was needed at her age, but was agreeable to his recommendation and previously she had been on a statin that I had discontinued. I told her that I would just not interfere and she will start on the statin I am not sure what it is, there is not paperwork in her chart that gives that information and daughter could not recall the name. The patient was in good spirits, explained to her that we were looking at annual lab work and why and she was fine with that.
DIAGNOSES: Also, include DM II, HTN, HLD, dry eye syndrome, depression, macular degeneration, and GERD.

MEDICATIONS: Metformin 250 mg b.i.d. a.c., glipizide 5 mg with breakfast, Refresh Tears b.i.d., Systane eye drops b.i.d. alternating with Refresh, MiraLAX MWF, Paxil 20 mg q.d., PreserVision b.i.d., Hiprex 1 g b.i.d., Remeron 7.5 mg h.s., Corgard 40 mg q.d., and omeprazole 40 mg q.d.
ALLERGIES: Multiple, see chart.

DIET: NCS.

CODE STATUS: DNR.
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PHYSICAL EXAMINATION:
GENERAL: The patient is well-groomed, alert and cooperative, no distress.

VITAL SIGNS: Blood pressure 124/72, pulse 78, temperature 96.9, respirations 18, and oxygen saturation 94%.

CARDIAC: Regular rate and rhythm. No MRG.

RESPIRATORY: Normal effort and rate. Clear lung fields. No cough and symmetric excursion.

NEURO: Makes eye contact. Says a few words. She smiles. Orientation is x1 to 2.

MUSCULOSKELETAL: The patient ambulates with a walker and often she will walk off without it. Has not had any recent falls and no lower extremity edema.

ASSESSMENT & PLAN:
1. CBC review. H&H WNL as is remainder of CBC. No intervention required.

2. A1c is 6.9. I am decreasing metformin to only once daily and glipizide will be at breakfast.

3. CMP review WNL.

4. DM II. Continue with current treatment, minus a change in metformin, which will be once with 250 mg at lunch and glipizide 5 mg at breakfast.

5. HLD. Spoke with the patient’s daughter regarding statin that she has been started on, I believe it is Lipitor, but she has not yet started it.
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