


PROGRESS NOTE

RE: Vicki Coffman
DOB: 04/22/1939
DOS: 06/12/2025
Radiance AL

CC: 90-day note.

HPI: The patient is an 86-year-old female who was seen today for a 90-day note. The patient is quite social. She is generally out doing an activity in the day room with other residents, primarily female. Staff reports that she is cooperative with care assistance and medications. She is very social, getting along with both male and female. She has family that touch base with her at different times. The patient is conversant when seen. We talked about pain that she had brought up in February of her right upper extremity. It has gotten better with Tylenol and topical analgesic. The patient asked me if it would be wise or okay for her to start running again. In the past, she was an avid runner. I asked her to explain what she was looking to do and she said just building up to being able to run. She wants to do it at one end of the building where there is some privacy and I just advised her to start slow between a fast walk and then a slow jog walk until she feels like she is able to set a pace that she is comfortable with. She does have a cardiac history and I asked her about any chest pain or palpitations, she denies having any and when her BP has been checked randomly, it is always well within normal with a normal heart rate as well. The patient’s weight has been stable between 126 and 130 pounds. She is health conscious in regards to what she eats and maintaining her weight at ideally less than 130 pounds. The patient is about 5’8”, so she has a nice and healthy BMI. 
DIAGNOSES: Moderate Alzheimer’s disease without BPSD, osteoporosis, COPD, HLD, gastric reflux, atrial fibrillation, mitral valve prolapse, and previous history of right upper extremity pain that limited ROM - resolved.

MEDICATIONS: Tylenol ES 500 mg one tablet t.i.d., ASA 81 mg q.d., Celexa 10 mg q.a.m., Toprol 25 mg q.d., Protonix 40 mg q.d., and MiraLAX q.d. p.r.n.

ALLERGIES: SULFA and HYDROXYCHLOROQUINE.

DIET: Regular.

CODE STATUS: Full code.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert and cooperative to being seen.

VITAL SIGNS: Blood pressure 129/70, pulse 56, temperature 96.4, respirations 16, and weight 130 pounds.

HEENT: She has groomed shoulder length hair. EOMI. PERRLA. Anicteric sclerae. She wears corrective lenses. Nares are patent. Moist oral mucosa. Native dentition in good repair.

NECK: Supple. Clear carotids. No LAD.

RESPIRATORY: Lung fields clear. No cough. Symmetric excursion.

MUSCULOSKELETAL: She ambulates independently. She moves limbs in a normal range of motion. Intact radial pulses. No lower extremity edema. She goes from sit to stand and vice versa without need for assist.

MUSCULOSKELETAL: She ambulates independently, moving limbs in a normal range of motion without any lower extremity edema.

NEURO: She makes eye contact. Affect is appropriate to situation. Her speech is clear. She is able to give information, at times has to gather her thoughts. Reassured her that there is no right or wrong way to answer questions and she does seem to then relax. She asked questions and appeared comfortable giving information. Orientation is x 3 to 4.

SKIN: Warm, dry and intact with good turgor.

ASSESSMENT & PLAN:
1. Intermittent arthralgias. The patient had good results with the use of Icy-Hot previously and wanting to try it again. So, I told her I will write an order for the roll-on that she can keep in her room and use p.r.n. and she is comfortable with doing that. She will continue to take the Tylenol ES as needed. As to starting a running program, I told her to be realistic about doing it and not trying to do it all at once and that fast-paced walking is just as good if not healthier than running without the strain on her joints. So, we will see what she does. 
2. General care. The patient had a CMP and CBC done on 12/20/2024 with labs being WNL. No need for drawing lab at this point in time.
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