PROGRESS NOTE

PATIENT NAME: Smith, Ada

DATE OF BIRTH: 03/05/1932
DATE OF SERVICE: 01/09/2024

PLACE OF SERVICE: Autumn Lake Healthcare at Arlington West

The patient is seen today at the nursing home for followup of hypertension, dementia, anemia, and GERD.

HISTORY OF PRESENT ILLNESS: This is 91-year-old female she has been admitted to subacute rehab. She has a known history of hypertension, dementia, GERD, and glaucoma. She is dependent on her ADLs. She denies any headache, dizziness, nausea, or vomiting. No fever. No chills.

PAST MEDICAL HISTORY:

1. Hypertension.

2. Dementia.

3. Anemia.

4. GERD.

5. Diverticulitis.

6. Mood disorder.

REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness.

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting or diarrhea.

Rest of the review of system is negative.

PHYSICAL EXAMINATION:

General: The patient is awake, alert, forgetful, and disoriented.

Vital Signs: Blood pressure 120/76, pulse 72, temperature 97.8, respiration 18, pulse ox 96%, and body weight 139 pounds.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric. No ear or nasal discharge.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.
Neuro: She is awake, forgetful, and disoriented. She is sitting in the chair in no distress.
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ASSESSMENT:

1. Hypertension.

2. Dementia.

3. Mood disorder.

4. Chronic anemia.

5. History of anemia.

6. History of glaucoma.

PLAN: The patient is doing well with current medical therapy. Recently, she has been maintained on amlodipine 5 mg daily for hypertension, calcium with vitamin D supplement daily, Senokot 8.6 mg two tablet twice a day for constipation, Tylenol 650 mg q.6-12h p.r.n., and Zoloft 37.5 mg every day for anxiety and depression. She is on Travatan 0.004% eye drops both eyes at bedtime. We will continue current medication. No other issues reported. Discussed with the nursing staff.
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