


PROGRESS NOTE
RE: Vicki Coffman
DOB: 04/22/1939
DOS: 10/02/2025
Radiance AL
CC: Annual lab review.
HPI: An 86-year-old female, who was seen she was awaiting an outing with other residents so she was in good spirits. She was cooperative with taking a brief moment to review her annual labs and was pleased with the results.
DIAGNOSES: Moderate Alzheimer’s disease without BPSD, atrial fibrillation, mitral valve prolapse, hyperlipidemia, osteoporosis, COPD, gastric reflux and right upper extremity limited ROM chronic issue, history of CVA, hyperlipidemia, depression, sciatica bilateral, history of anemia resolved, GERD, and COPD.
MEDICATIONS: Tylenol ES 100 mg one tab t.i.d., ASA 81 mg q.d., Celexa 10 mg q.d., Pepcid 20 mg h.s., Icy Hot to right upper extremity b.i.d., Toprol 25 mg q.d., Protonix 40 mg q.d., and MiraLax q.d. p.r.n.
DIET: Regular.

ALLERGIES: SULFA and HYDROXYCHLOROQUINE.
PHYSICAL EXAMINATION:

GENERAL The patient is alert and well-groomed, awaiting a field trip with other residents. She was in good spirits.
CARDIAC: The patient has a regular rate and rhythm without M, R, or G. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Clear lung fields. No cough and symmetric excursion.

MUSCULOSKELETAL: The patient ambulates independently when she gets tired if her for long distance. She has a walker that she can use. She has no lower extremity edema and noted decrease abduction of RUE chronic issue and there is discomfort elicited to palpation of the anterior AC joint. She is right-hand dominant unable to use her right arm for basic things.
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NEURO: She makes eye contact. She soft-spoken, but speech is clear. She has appropriate questions seemed to understand basic giving information if she does not understand it she will ask for it to be repeated. She has evidence of clear short and long-term memory deficits. Affect congruent to situation. She generally approaches things with the guarded affect and then will change as she relaxes.
SKIN: Warm, dry, intact and good turgor. No evidence of bruising, abrasion, or other breakdown.
PSYCHIATRIC: The patient can be quiet, but it is observant. She is relaxed and interactive during activities and with other residents that she spends time with she generally appears pleasant, calm, intends to work things out on her own before seeking help. She is appropriately very social.
ASSESSMENT & PLAN: 
1. Annual lab review. CMP labs are all WNL with albumin and total protein at 4.0 and 6.4 all quite good.

2. Electrolyte review. All values WNL and serum creatinine also WNL at 1.09.

3. CBC review. H&H, platelet count, and total WBC count all WNL. No need for intervention. This was all reviewed with the patient and she was pleased with the results.
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