


PROGRESS NOTE
RE: Vicki Coffman
DOB: 04/22/1939
DOS: 09/16/2025
Radiance AL
CC: 90-day note.
HPI: An 86-year-old female who was seen, she was pleasant, cooperative and just wanted to talk about the fact that she finds it difficult feeling that her life is limited to just here. She was very physically active, previously was a runner and exercised routinely and here there are some women that will walk in the morning under the supervision of a staff member and I was not aware that she had been included in that, however, did not join them because she did not want to get up early in the morning. She did ask me if I could arrange for her to be able to run the pond, which is out in the back area and I told her that would be up to the staff that would be here. Overall, the patient is sleeping through the night. Appetite is good. She has not had any falls and attends activities that she enjoys and she does socialize, comes out for meals and personal care, is always kempt. Apart from just wanting more independence, there are no other complaints.
DIAGNOSES: Atrial fibrillation, moderate Alzheimer’s disease, osteoporosis, COPD, HLD, gastric reflux and chronic decreased ROM of right upper extremity.
MEDICATIONS: Tylenol ES 500 mg one tablet t.i.d., ASA 81 mg q.d., Celexa 10 mg q.a.m., Pepcid 20 mg q.h.s., Toprol-XL 25 mg one q.d., Protonix 40 mg q.d. and Icy Hot roll-on b.i.d. to affected area.
ALLERGIES: SULFA and HYDROXYCHLOROQUINE.
DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert and oriented x2-3.
VITAL SIGNS: Blood pressure 115/77, pulse 77, temperature 96.4, respirations 16, O2 sat 96% and weight 120 pounds.

HEENT: She has lots of curly hair. Glasses are in place. EOMI. PERLA. Nares patent. Moist oral mucosa.
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NECK: Supple. Clear carotids. No LAD.

CARDIOVASCULAR: She had couple of irregular beats noted without murmur, rub or gallop. No displacement of PMI.

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

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: Independently ambulatory, moves all limbs in a normal range of motion. No lower extremity edema. Intact radial pulses. Good hand grip strength and again somewhat limited abduction of her right upper extremity due to a chronic shoulder issue.

NEURO: The patient is alert and oriented x2-3. She was not sure about the day or date. Her speech is clear. She listens well. Makes good eye contact. Affect congruent to situation and acknowledges what she recalls and what she does not and just appropriately shared about some frustrations, which are very reasonable. After I had spoken with her, I asked about her ability to run if she wanted to in the mornings. I asked the staff person who is the one that takes the groups that like to walk and that is when I learned that she does not like getting up in the morning, but I called her over and she was told that they are going to start doing exercise classes at the Y two to three times a week, so she will have that as another outlet and hopefully she will enjoy it and she stated she would like to participate in that.

ASSESSMENT & PLAN:
1. Atrial fibrillation/hypertension. BP and heart rate are well controlled. The patient is asymptomatic. Continue with treatment as is.
2. Alzheimer’s disease. The patient is still very functional and independent and encouraged that she do things that help her maintain a part of who she is and so I am supporting both her and emphasizing with the staff here that she should be allowed to go to the Y when that time comes, actually next month, so in a matter of couple of weeks and that if she is able to walk with the others that she get up and go in the morning if she really wants to do that, but unfortunately there cannot be other staff because of the different duties they all have.
3. Depression. She appears stable at this time, but I will continue to monitor over the next couple of weeks and increasing her citalopram to 20 mg may be a good move for her.

4. General care. The patient does not have baseline labs available in her chart, so CMP, CBC, TSH and lipid profile are ordered and the last was at her request.

CPT 99350
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

