


PROGRESS NOTE

RE: Mary Lou Robertson
DOB: 07/27/1932
DOS: 06/17/2024
Rivermont AL
CC: Followup on insomnia and SOB/chest pain.
HPI: A 91-year-old seen in room. She was dressed sitting in her bedside chair reading the Bible. I asked how she was feeling, she said good. She had gone to the dining room for both breakfast and lunch by the time I saw her. The patient is using her walker. Her gait is steady and upright though a little slow and insomnia is resolved with increase of Seroquel at h.s.

DIAGNOSES: Frontotemporal dementia with recent staging end of March, HTN, GERD, chronic seasonal allergies, and right hip pain.

MEDICATIONS: Unchanged from 04/22/24 note.

ALLERGIES: BARIUM SULFATE.

CODE STATUS: DNR.

DIET: NAS with thin liquid.

PHYSICAL EXAMINATION:

GENERAL: Petite older female seated quietly in room.

VITAL SIGNS: Blood pressure 111/84, pulse 72, temperature 97.1, respirations 18, O2 sat 94%, and weight 118 pounds.

HEENT: Hair is short and groomed. Glasses in place. Moist oral mucosa.

RESPIRATORY: Normal effort and rate. Lung fields are clear without cough and symmetric excursion.

CARDIOVASCULAR: Regular rate and rhythm without murmur, rub, or gallop. PMI nondisplaced.

Mary Lou Robertson
Page 2

NEURO: She is alert and oriented x 2 to 3 referencing for date and time. She is soft spoken. Speech is clear. She conveys her needs. She understands given information and will ask questions if she does not. She spends time in her room reading her Bible, coming out for meals, and occasional activity that requires coaxing to do so.

SKIN: Warm, dry and intact. Good turgor.

ASSESSMENT & PLAN:
1. Insomnia. The patient is now sleeping through the night with Seroquel increased to 50 mg at h.s.

2. CXR and lab review. CXR was done on 05/20/24 after the patient complained of SOB. There was left basilar airspace disease with a small effusion which was smaller than CXR done on 02/27/24 with normal cardiac silhouette. No intervention required.

3. CMP review. BUN and creatinine are elevated at 30/1.33 indicating inadequate hydration, so encouraged increase fluid intake especially water. Through this calendar year, the patient’s creatinine has slowly continued to increase.

4. CPR and this is ordered by her rheumatologist. The level is 12.2 slightly elevated from the baseline of high normal 9.9. She continues on prednisone 10 mg q.d.

5. CBC. H&H are 11.2 and 35.3 with an elevated MCV of 101.4. White count WNL at 6.2 as is platelet count at 172k. No intervention required on our end of things. Copy of labs is sent to her rheumatologist who requests the labs ordered.

6. Medication review. The patient is on multiple medications, some of them are replications of others or very similar, so I have discontinued nine medications many of them topicals that she does not use and some allergy medications which she has several.
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