


PROGRESS NOTE
RE: Alan Lee
DOB: 01/14/1939
DOS: 11/06/2024
The Harrison AL
CC: 90-day note.
HPI: An 85-year-old female seen going into the dining room and requested that she come see me in the conference room, which she did so that we could visit for her 90-day note. The patient was alert, she is very enthusiastic and we just talked about what she has been doing the last few months. She states that she does activities when she wants to, but that she enjoys just having her time watching her TV programs. I asked about her son Michael who lives nearby and she stated that she just gave him permission to take care of his family not keep checking on her and she seems happy with that as she used to always be concerned about hygiene related issues. The patient reports sleeping good through the night. She has no pain that is not managed. Her appetite is good comes to meals participates in activities. Housekeeping also helps with her room care as there was a problem with her leaving soiled adult briefs and corners and that is smelling the room.
DIAGNOSES: Moderate vascular dementia BPSD decreased, HTN, severe OA of both knees uses a walker, history of DVT with PE on Xarelto, iron deficiency anemia, and DM II.
MEDICATIONS: Norvasc 10 mg q.d., Detrol LA 2 mg ER b.i.d., glipizide 5 mg t.i.d. a.c., and Imodium 2 mg one p.o. q.a.m.
ALLERGIES: NKDA.
DIET: Mechanical soft. NCS chopped meat.

CODE STATUS: DNR.
PHYSICAL EXAMINATION:
GENERAL: Obese female, pleasant, and cooperative.
VITAL SIGNS: Blood pressure 154/96, pulse 89, temperature 97.2, respiratory rate 17, and 228.2 pounds.
CARDIAC: She has regular rate and rhythm without murmur, rub or gallop.

RESPIRATORY: Decreased bibasilar breath sounds due to body habitus respirations with normal effort and normal rate.
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ABDOMEN: Protuberant. Nontender. Hypoactive bowel sounds present.
MUSCULOSKELETAL: She ambulates with her walker. She tends to lean forward as she propels it. She can go from sit to stand generally in chairs that have a hardback support. Today, she demonstrated the ability to get herself up from a soft low back chair and did well with a lot of effort. She has bilateral lower extremity edema that is taut.

NEURO: She is alert and oriented x 2 to 3. Speech clear. Can voice her needs. Understands given information. She is very conversant. Affect congruent with situation.
SKIN: The skin is intact. No vesicle formation and there is no redness, warmth, or tenderness to touch. She ambulates at a fairly brisk pace.

ASSESSMENT & PLAN:
1. DM II due for A1c. order is written. 
2. Bilateral lower extremity edema. Adding torsemide 20 mg q.d. to medications profile. Explained this to her and she is fine with taking something for her edema.
3. Hypertension. Today’s reading is elevated and she has had intermittent high blood pressure so we will monitor it for the next couple of weeks and decide on need for routine ACE inhibitor.
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