


PROGRESS NOTE

RE: Olga Gottlieb

DOB: 03/05/1931

DOS: 02/04/2025
Jefferson’s Garden AL

CC: General followup.

HPI: A 93-year-old female who was seen in her room. She was wake but lying in bed it is unusual for her as she usually stays up most of the day. When asked she denied that she felt poorly and just thought it was the kind of weather that laying in bed was for and she is right it is cold and dark outside. The patient continues to come out for meals. She spends most of her time in her room. She is very hard of hearing despite hearing aids and is conscious of not been able to track what is being said around her in activities. Family continues to check on her and come visit her. She appears to adapt in to the facility and for the most part usually is engaging.

DIAGNOSES: Chronic MAC, chronic seasonal allergies, COPD, anxiety disorder, disordered sleep pattern, chronic constipation, and history of vertigo.

MEDICATIONS: BuSpar 10 mg q.d., MVI q.d., Zyrtec 10 mg q.d., docusate 100 mg b.i.d., glucosamine chondroitin two tablets q.d., meclizine 25 mg b.i.d., Remeron 15 mg h.s., and Omega-3 two capsules q.d.

ALLERGIES: Multiple see chart.

DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Petite female. She makes eye contact. She is soft spoken. She said a few words at a time and is able to convey her need appears to understand basic information given slowly. Affect is congruent with situation. She is cooperative with care.
VITAL SIGNS: Blood pressure 120/68, pulse 60, temperature 96.8, respirations 20, O2 saturation 95%, and weight 97 pounds.
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MUSCULOSKELETAL: The patient is thin with overall decrease muscle mass and adequate motor strength to ambulate with the use of a walker. No lower extremity edema. Move limbs in a normal range of motion.

RESPIRATORY: Normal effort and rate. Anterolateral and posterior lung fields are clear. She has no cough and symmetric excursion.

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

ABDOMEN: Scaphoid and hypoactive bowel sounds. No distention or tenderness.

SKIN: Warm, dry, and intact with good turgor.

NEURO: She is alert and oriented x2. She has to reference for date and time.

PSYCHIATRIC: She appears in good spirits and is engaging.

ASSESSMENT & PLAN:

1. Anxiety disorder. The patient appears much more relaxed with residents and staff alike and she is receptive to other residents initiating contact with her and she comes out to the dining room requiring less coaxing and will sit at table with other female residents.

2. History of vertigo. I am speaking with patient and she clarified that she does not have dizziness everyday or even throughout the whole day when it does occur. She states it is occasional and she can tell when it is gonna happen because she starts just feeling poorly and she could not describe it anymore specifically. She denies any nausea or clamminess and has not had any fall related to the dizziness or vertigo. She continues on a meclizine b.i.d.

3. Disordered sleep. The patient is on Remeron 15 mg h.s. and that it appears to have helped her sleep throughout the night.
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