


PROGRESS NOTE

RE: Leda Ambrose
DOB: 05/30/1934
DOS: 01/16/2024
Jefferson’s Garden AL
HPI: An 89-year-old female who was quite verbal when she began talking. She tells me that she has had some falls and the most recent was last night when she was trying to get out the door, she fell, pushed her call-light and she states that it took them a long time to get to her. Unfortunately, she had no injury. She then alludes to other falls that have happened where no one has attended to her its unclear when those were she cannot give me dates or any other instances. There was no injury. She reports that when she toilets herself that it is taking much longer. She has to hold on to things. She normally is ambulatory with a walker and does not use it when she is in the bathroom. I brought up the issue of maybe needing a wheelchair and she states that she has one at home but then dismissed talking about it further and then she just went on with the litany of other complaints, I let her talk and then redirected to complete the visit. Reviewed with her a UA that was done on 01/11 at daughter’s request due to the patient’s confusion it is completely clear no UTI. The patient states that when she has a UTI, it does not show like it does in other people. When I told her that when she is acting different or doing something that is not typical for her, it does not mean we are going to do a UA every time. When asked about pain, she denies it and then talks about when she does have pain. However, she takes Tylenol routinely and reminds me that while she takes Tylenol PM and then Tylenol at h.s., she decreases the amount of h.s. Tylenol that she takes.
DIAGNOSES: HTN, peripheral artery disease, DVT of right leg on Eliquis, fibromyalgia, rheumatoid arthritis, osteoporosis, OA, GERD, and HLD.
MEDICATIONS: Tylenol PM. one p.o. h.s., Tylenol routine 1 g 8 in the morning 2 p.m. and 500 mg at h.s., Biotin 5000 mcg at noon, cilostazol 50 mg one b.i.d., Eliquis 2.5 mg b.i.d., FeSO4 q. morning every other day, Flonase nasal spray q.d., folic acid 1 mg six days weekly, levothyroxine 25 mcg q.d., methotrexate 10 mg q.a.m., Toprol 37.5 mg h.s., MVI q.d., Protonix 40 mg q.d., probiotic at noon, Zoloft 25 mg h.s., sulfasalazine 500 mg two tablets b.i.d., terbinafine 250 mg q.d., torsemide 20 mg q.d., D3 2000 IUs at noon and vitamin C 1000 mg at noon.
ALLERGIES: MINOCYCLINE and NITROFURANTOIN.
CODE STATUS: DNR.
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DIET: Regular.
PHYSICAL EXAMINATION:

GENERAL: Well-developed and nourished female who comes walking from her bathroom, using her walker. The patient is alert. She makes eye contact and then she just starts randomly talking about the things that are not going well for her or source of discomfort and starts with details about different things that have happened and I am not sure why she is doing this or what she is specifically talking about and redirecting her. I did not change what she was doing, so I let her talk for a bit then examined her and told her that with the unsteadiness and/or falls that she is having that wheelchair may be of benefit on certain occasions. She does not seem to care for that idea, but I told her I am glad that she is telling us when she falls, so we know we need to do something to help her.
VITAL SIGNS: Blood pressure 118/72, pulse 65, temperature 97.6, respirations 18, O2 saturation 98% and weight 153 pounds, which is a weight gain of 4.4 pounds.
RESPIRATORY: Normal effort and right. Lung fields are clear. No cough and symmetric excursion.

CARDIAC: She had an early systolic murmur right and left second ICS. No rub or gallop noted.

ABDOMEN: Slightly protuberant, nontender. Bowel sounds present.

ASSESSMENT & PLAN:
1. Reported falls. I told her that she needs to use her walker, call for assist when needed rather than trying to do things on her own then falling and needing staff.
2. Rheumatoid arthritis/fibromyalgia being treated for both appears to be effective and I pointed out that her age that she is actually quite functional, but she needs to be a bit more careful, but does not seem to settle with her.

3. General care, pointed out that her last UA was negative and no need for consideration of treatment.
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