


PROGRESS NOTE
RE: Hanna Schaub

DOB: 09/02/1937

DOS: 08/07/2024

Rivendell AL

CC: The patient seen in room.
HPI: An 86-year-old female who seated in the living room, her front door was open, when I asked if I could come in she started asking me if I could get somebody because they gave her Tylenol but it did not work so she needs something. She has a unique voice and she is loud. She was actually almost entertaining, but she did get a little bit irritated. She tells me that she is having terrible reflux and when I asked when she said when in the morning and at night she goes all day long. I asked if she never taken anything for before and she said of course she had so she is familiar with Prilosec said it worked so I told her I would order that and she was okay with it. She has chronic neck pain it is specifically the nape of her neck. She let me massage it for a while and then said that hurt too much that I was making it worse. She began talking about her family telling me that her daughter made her come here and she said I am here at an old folks home and I want to go home telling me what her plans were once she got out of here, which she anticipates will be soon. She did allow me to examine her and I reviewed medical history with her, which she agreed with everything said.

DIAGNOSES: DM II, orthostatic hypotension, hyperlipidemia, hypothyroid, chronic pain, GERD, overactive bladder, occlusion and stenosis of carotid artery on right.

MEDICATIONS: Unchanged from note one week ago. Paxil 20 mg q.d., Fosamax 35 mg on q. Wednesday, Colace 100 mg b.i.d., Aricept 10 mg q.d., probiotic q.d., MiraLax q.d., oxybutynin 5 mg b.i.d., Zocor 20 mg q.d., metformin 500 mg q.d., and Plavix q.d.

DIET: Regular.

ALLERGIES: Iodinated contrast media.

CODE STATUS: DNR.

Hanna Schaub

Page 2

PHYSICAL EXAMINATION:
GENERAL: Chronically ill-appearing elderly female who was quite verbal.

VITAL SIGNS: Blood pressure 90/50, pulse 66, temperature 97.1, and respirations 16.

NEURO: She makes eye contact. She makes her needs known. She understands given information. Her affect is little bit strong and demanding.

CARDIAC: She had a regular rate and rhythm without murmur, rub, or gallop. PMI was nondisplaced.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough.

ABDOMEN: Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: Did not observe weightbearing or ambulation, but she moves her arm. She has no lower extremity edema. Palpation of the nape of her neck where she states that it hurts she said it was sore and the muscles were achy. She has slight limitation of range of motion of her neck and part of it is from surgical intervention for a sinus tumor and the surgery was affected more the right side. So I talked with the patient and hope that told her that she is here could be worse and so just try to acclimate and see what she can make of the situation.

ASSESSMENT & PLAN:
1. Chronic pain management. She has got Tylenol, right now most likely will need to add something different and stronger. We will see how she does with Tylenol when she is given it routinely and I have written for it to be 650 mg b.i.d. routine and then we can go from there.

2. General care. I am ordering CBC, CMP, TSH and will review with her next week.
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