


PROGRESS NOTE

RE: Olga Gottlieb
DOB: 03/05/1931
DOS: 01/06/2025
Jefferson’s Garden
CC: Lab review.

HPI: A 93-year-old female seen in room. Baseline labs were ordered and are reviewed today. The patient has been observed to have her door open during the day and she was seen coming out for lunchtime and has the same group of women that she sits with at mealtime. She is also reported to be coming out intermittently to see what an activity is like or just to come out and sit in the hallway. The patient had a fall off her bed about 01/02/25. She landed on her right upper arm and sustained a bruise which is examined today. The patient was sitting in her room as per usual. She was dressed with her hair combed and she actually initiated conversation. She wanted me to take a look at the bruise which I did and I reassured her that it was a colorful bruise, but unfortunately did not break the skin and would take a little while, but it would go away. I then reviewed her labs with her and asked her if she had any questions along the way to just stop me and I would try to explain things. She states that she is sleeping good. Denies any pain. She is hard of hearing and appears more comfortable asking staff for help with the TV in the volume system. There are no behavioral issues. She is generally compliant with care.
DIAGNOSES: Chronic MAC, chronic seasonal allergies, COPD, history of vertigo, anxiety disorder, chronic constipation, and disordered sleep pattern.

MEDICATIONS: Unchanged from 12/10/24 notes.

ALLERGIES: Multiple see chart.

DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Petite older female appearing younger than stated age, quiet, but attentive.

VITAL SIGNS: Blood pressure 112/85, pulse 78, temperature 97.7, respirations 14, O2 sat 97%, and weight 97 pounds.
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RESPIRATORY: Normal effort and rate. Her lung fields are clear. No cough. Symmetric excursion.

CARDIAC: Regular rate and rhythm without murmur, rub, or gallop.

ABDOMEN: Scaphoid. Hypoactive bowel sounds. No distention or tenderness.

MUSCULOSKELETAL: The patient ambulates with a walker. She is slow, but steady and upright and she has good neck and truncal stability seated or standing.

NEURO: She makes eye contact. She is soft-spoken. She does ask questions. She is also able to ask for help when she needs it. She is very hard of hearing which does affect communication. She is now coming out for all meals and sits with a couple of other women at the same table and overall just appears to be a bit more relaxed. Oriented x2 self and Oklahoma. Soft spoken, few words at a time. Content is coherent and affect congruent with situations.

SKIN: Warm, dry and intact. She has a light purple bruise round in shape near the biceps area and this occurred during a fall in her room. There is no firmness to the area and subcutaneous no evidence of a hematoma and again the skin is intact.
PSYCHIATRIC: She is less guarded than previously. She will make brief eye contact when being spoken to her speaking and her affect she will smile as appropriate and she is comfortable asking for assistance. Overall, staff reports that she is compliant with care.
ASSESSMENT & PLAN:
1. Anemia. H&H are 10.8 and 33.6 with normal indices. No intervention needed.

2. Thrombocytopenia. Platelet count is 76000. There are no reference labs and no medications that can induce thrombocytopenia. Apart from the bruise that happened from a fall in her room, she has no evidence of easy bruising or bleeding and we will speak with her son next available to see if this is an issue he has been aware of in the past for the patient. 
3. CMP review. All values are WNL. 
4. TSH screening. The patient has no history of thyroid disease and TSH returns WNL at 1.04. 
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